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SPRING-AIR 1S BUILDING GOOD WILL 
FOR OVER 2000 GOOD HOSPITALS 


@ Spring-Air mattresses have earned a reputation for comfort and 


durability at minimum expense, through actual use in over 2000 


. good hospitals. Thousands of Spring-Air hospital mattresses have 
nil given continuous satisfactory service for as many as 19 years under 
all hospital conditions ... and with little or no repair. That’s “time 


tested” comfort and durability at a cost that’s difficult to match! 
“Controlled Comfort,” for 


every hospital patient, is 

seiduid tl Sieatiaciie SPRING-AIR COMPANY, DEPT. 814, HOLLAND, MICHIGAN 
hospital mattresses! 

Spring-Air spring construc- PRODUCED BY 41 PLANTS THROUGHOUT THE UNITED STATES AND CANADA 
tion automatically adjusts 

to the weight of the patient 

... conforms to, and sup- 

ports, the contours of the 

body—thereby aiding every 

patient, regardless of weight, 

in getting the best possible 

comfort and rest. 
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MISTAKEN IDEAS 


about Sound Conditioning 
in Hospitals 


mistake #1 THAT SOUND CONDITIONING IS EXPENSIVE... 
The fact is: In many new hospitals (and in new wings on 
existing hospitals) the cost of Acousti-Celotex sound 
conditioning hardly exceeds the cost of the usual surface 
that it replaces. And in all installations, the long 
term savings in fatigue of doctors and nurses. . .in patients’ 
comfort ... and in heightened efficiency of hospital 
personnel, justify many times over the cost of the ~ 
acoustical treatment. 
mistake #2 THAT SOUND CONDITIONING IS DISTURBING TO INSTALL... 
The fact is: Hundreds of hospital installations have 
been completed by the distributors of Acousti-Celotex* 
products using special methods and equipment that make 
the job quick, clean, and quiet. Rubber-tired scaffolds, 
wall-to-wall drop cloths, and silently-driven screws instead 
of hammered nails, are a few of the devices that have 
stuffed our files with warm letters of appreciation 
from hospital] directors. 
mistake #3 THAT SOUND CONDITIONING IS HARD TO MAINTAIN... 
The fact is: You can paint repeatedly the perforated tiles 
used in Acousti-Celotex sound conditioning . . . yet 
Acousti-Celotex will continue to blot up noise as thirstily 
as ever. These are some of the reasons why more 
hospitals have been sound conditioned with Acousti-Celotex 
products than with any other material. 
YOU ARE OFFERED, without cost or obligation, 
a complete analysis of the noise problem in your 


own hospital by a trained sound technician—your 
nearest distributor of Acousti-Celotex products. 
His judgment gives you the benefit of the accumulated skill 
of a quarter century in sound conditioning ...and 
experience in installing millions of square feet of 
Acousti-Celotex products. Write us today for the name of 
your nearest distributor in the United States or Canada. 


Sound conditioning is a sound investment. #REG. U.S. PAT. OFF. 


THE CELOTEX CORPORATION, CHICAGO 3, ILLINOIS 
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DEMAND Sl RGICAL:INSTRUMENTS BEARING THIS 


TIME-HONORED TRADEMARK 
rOP Rg 


o the experienced, there can never be a com- 


promise with quality. The skill of the surgeon is predicated to 
an appreciable extent upon the dependable quality of the 
instruments at his command. Logically, the superiority of 
Kny-Scheerer instruments, long traditional among the 
profession, bears particular emphasis at this time. Qual- 
ity instruments pay dividends in longer periods of satis- 
factory service and minimum replacement expense. 


Available through leading dealers everywhere 








2 CORPORATION: 


AT 28cm STREET + NEW YORK 16, N.Y. 
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Hospital. Association and Mlied Meetings : 


American Hospital Association 50th Annual Convention—September 20-23; Atlantic City. 


REGIONAL MEETINGS — 1949 


Association of Western Hospitals—May 9- 
12; San Francisco (Civic Auditorium). 


Carolinas-Virginias Hospital Conference— 
April 21-22; Asheville, N.C. (George Vai- 
derbilt Hotel). 

Mid-West Hospital Association—April 26-28; 
Kansas City (Municipal Auditorium and 
Hotel President). 


Middle Atlantic Hospital Conference—May 
18-20; Atlantic City (Convention Hall). 


New England Hospital Assembly—March 28- 
30; Boston (Statler Hotel). 


Tri-State Hospital Assembly—May 2-4; Chi- 
cago (Palmer House). 

Upper Midwest Hospital Conference—May 
26-28; Minneapolis (Nicollet Hotel). 

STATE MEETINGS—1948 

Alberta—November 8-10; Calgery (Palliser 
Hotel). 


California Midyear—November | 1-12; Santa 
Barbara (Recreation Center). 





| from 


Y 





Deriving its very name from the sun 


—————— 
! (Greek: Helios), Helium was first hailed 
Ramsay as a heavenly vapor by Janssen when 
discovered during the eclipse of 1868. 


In 1895, Dr. William Ramsay, British scientist, 
discovered Helium among the terrestrial gases. Because 
Helium is light in weight and chemically inert, it 
combines effectively with Oxygen—an admixture 
which may be breathed with half the effort 
necessitated when pure Oxygen is inspired. Thus, 
Helium has become an invaluable agent in 





therapeutic gas administration. 


An invaluable criterion when considering 
Helium and Helium-Oxygen mixtures... 
the Puritan Maid, symbol of purity and 
service to the profession for over a quarter 


century. 





We'll see you at 


AMERICAN HOSPITAL ASSOCIATION CONFERENCE 


Atlantic City, Sept. 20-23rd 
Booths No. 722 and 724 





Messrs. Koons, Shuey, Evers, Hooper, Peters 








Hawaii—December 1-2; Honolulu (Mabel 
Smythe Memorial Building). 

Kansas—November 18-19; Topeka (Jayhawk 
Hotel). 

Manitoba—October 15; Winnipeg; (Royal 
Alexandra Hotel). 

Maryland—District of Columbia—November 
8-9; Washington (Statler Hotel). 

Michigan—November 8-9; Grand Rapids 
(Pantlind Hotel). 

Mississippi—October 18-19; Biloxi (Buena 
Vista Hotel). 

Missouri—December 6-7; St. Louis (Jeffer- 
son Hotel). 

Montana—October 18-19; Helena (Placer 
Hotel). 

Nebraska—November 17-18; Lincoln (Corn- 
husker Hotel). 

Oklahoma—November 4-5; Oklahoma City 
(Huckins Hotel). 

Ontario—November 1-3; Toronto 
York Hotel). 

Oregon—October 6-7; Columbia Gorge, 
Hood River. 

South Dakota—October 
(Charles Gurney Hotel). 


(Royal 


18-19; Yankton 


STATE MEETINGS — 1949 


lowa—April 22; Des Moines (Fort Des Moines 
Hotel). 

Massachusetts—March 28; Boston (Statler 
Hotel). 

Ohio—March 23-26; Columbus (Neil House). 

Texas—April 19-21; Galveston (Buccaneer 
Hotel). 

Wisconsin—February 17; Milwaukee (Schroe- 
der Hotel). 


OTHER MEETINGS 


American Association of Medical Record 
Librarians—October 18-22; Los Angeles. 

American Association of Nurse Anesthetists 
—September 20-23; Atlantic City (Ritz 
Carlton Hotel). 

American College of Hospital Administra- 
tors — September 18-19; Atlantic City 
(Traymore Hotel). 

American Dietetic Association—October 18- 
22; Boston (Hotel Statler). 

American Occupational Therapy Association 
—September 7-11; New York City (Hotel 
Pennsylvania). 

American Protestant Hospital Association— 
September 17-19; Ailantic City (Hotel 
Dennis). 

Annual Conference of Blue Cross-Blue Shield 
Plans—October 25-28; French Lick, Ind. 
(French Lick Springs Hotel). 

Clinical Congress, American College of 
Surgeons—October 18-22; Los Angeles 
(Biltmore Hotel). 


INSTITUTES 

(For additional information address Associa- 
tion headquarters, 18 E. Division Street. 
Chicago 10.) 

Personnel Institute—October 4-8; New York 
City (New Yorker Hotel). 
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{OSPITAL PHARMACIST 


in spite of the current spiral of inflationary costs, 
TEL-O-SEAL CONTAINERS your skill plus Fenwal Equipment and Technics can 
For LV. solutions. Permits rou- effect drastic reductions in the cost of intravenous | 


tine sterility check during stor- lutions for ur hos vital. 
age period. Available in 350, s0 tt P 
500, 1000, 1500 and 2000 ml. 


sizes. 





FENWAL ASSURES SAFETY, 
ACCURACY AND CONVENIENCE 


1 Standardized equipment and technics which cover 
every phase of I.V. therapy; sterile water procedure; 
preparation of antibiotics in solution. 


2 Specially designed Pyrex Brand glass containers 
from 75 ml. to 3000 ml. Six practical sizes that accom- 
modate interchangeable hermetic seals. 


3 Reusable vacuum closures. 


POUR-O-VAC CONTAINERS 4 Automatic washing and filling equipment and acces- 
For sterile water and saline sory apparatus. 
technics. Available in 350, 500, 
1000, 1500, 2000 and 3000 ml. 


pret 5 A background of 10 years of satisfactory operation 


in many leading hospitals throughout the world. 


FENWAL offers to hospital pharmacists, by virtue 
of their scientific training, experience and position, 
the means of effecting substantial and immediate 
economies for affiliated hospitals .. . and in addition 
... the opportunity to enhance the prestige of their 
pharmacy services. 














3 Heavauarrers For SCIENTIFIC 
’ GLASS BLOWING, LABORATORY 
® Fenwal representatives AMP-0-VAC— * AND CLINICAL RESEARCH AP- / 
< : The Reusable Ampule . PARATUS, REAGENT CHEMICALS , 
are equipped to assist 4 
you in the selection, in- 


stallation and operation 


Ca 


Reduces the waste of novocaine 
and similar medications by per- 


of equipment best adapt- mitting ee Arse . ORDER TODA Y or write today 
ed to meet the volume required without exposing bal- _ for further information 
ance of contents to air. Con- 


CT — tainer and hermetic closure ; M ACA LAST fF R B | c K N E L L 


may be repeatedly sterilized. 


Available in 75 ml. size only. ’ C OMPANY 
243 Broadway Cambridge 39, Massachusetts | 
po | 
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Modernized the Laundry Department 
at 606-Bed Hahnemann Hospital, Philadelphia 





In modernized laundry of Hahnemann 
Hospital, three 42x84" CASCADE Un- 
loading Washers mechanically unload 
into NOTRUX Extractor Containers. 


i 


ut wh a Wit 


Towels and similar pieces not ironed 
are dried soft and fluffy in four high- 
speed AIRWAY Dryers and ZONE-AIR 
Drying Tumbler. 


EMEMBER... 


Every Department of the. Hos- 
pital Depends on the Laundry. 





Your President Reports 


ee YEARLING American Acad- 


emy of General Practice ap- ° 


parently considers this its most im- 
portant stated purpose: “To pro- 
tect the right of the general prac- 
titioner to engage in medical and 
surgical procedures for which he 
is qualified by training and ex- 
perience.” No one can quarrel with 
that, assuming there is a right to 
protect, which undoubtedly there 
is in some instances. 

The urge to organize stems from 
the stiff competition by specialists 
in recent years. The academy 
thinks too many specialists are be- 
ing produced for the good of the 
medical profession and medical 
care for the people, but I doubt 
that this is true yet. The trouble 
is maldistribution of both general 
practitioners and specialists. Many 
small town and comparatively ru- 


ral hospitals, staffed entirely now 
by general practitioners, would 
serve their communities much 
more effectively if their medical 
staffs included at least one diplo- 
mate of the board of internal medi- 
cine and another in surgery. The 
large cities could spare these men 
and still have as many as they 
need. 

General practitioners also tend 
to overcrowd the profession in the 
larger cities and demand staff priv- 
ileges in overcrowded city hospi- 
tals when there are too few doctors 
for large segments of the small 
town and rural population. In an 
emergency, patients frequently are 
forced to travel long distances to 
get attention. The situation appears 
to be getting worse instead of bet- 
ter. Hospitals constructed under 
Public Law 725 may help some. 








“I'm ona 


MERRY ; 


I haven't time 
to really lick 
these problems!” 


GO .§ ROUND 


The invitation nine months ago 
to serve, along with a group of 
famous specialists, on the acad- 
emy’s Medical Coordinating Com- 
mittee, came as a surprise to me. 
I am not a medical specialist, nor 
much of any other kind. At the 
first meeting of the committee re- 
cently, the question was raised 
whether the American Medical 
Association should force hospitals 
to grant staff privileges to all gen- 
eral practitioners. If doctors were 
distributed the way they should 
be, there would be little or no 
problem. 

In theory, every ethical physi- 
cian should have a hospital staff 
appointment so long as he lives up 
to reasonable rules and regula- 
tions such as prescribed for hos- 
pitals approved by the American 
College of Surgeons. In practice, 
however, with the present maldis- 
tribution of physicians and short- 
age of hospital beds, this is difficult 
to accomplish. The British are 
wrong when they exclude general 
practitioners from hospital prac- 
tice apparently on the theory that 
only the specialist should be re- 
sponsible for the patient that is 
sick enough to need hospital care. 


Actually, this administrator is 

pleading for escape from never- 

ending detail. He neéds a 

capable assistant so that his 

own time is better devoted to 

bigger issues. 

The recent report of the Na- 

tional Committee corroborates 

this point with the following 

statement — ‘‘Money spent at the top for adequate supervision 
means better patient care and at lower cost per patient.” 

We have a number of very capableé assistants who have com- 
pleted their formal training. Please wire or write us today for 
full information. 


Another statement was made to 
the effect that granting of staff 
privileges should be the sole pre- 
rogative of the medical profession. 
My answer to that was manage- 
ment would be relieved of many 
headaches if the medical profes- 
sion actually would assume the 
responsibility for maintaining ac- 
ceptable standards. But long and 
bitter experience has proved other- 
wise in too many hospitals. 

Then the statement was made 
that physicians should be en gov- 
erning boards. I suggested faceti- 
ously that physicians might like 
also to assume responsibility for 
the huge operating deficits being 
accumulated by some _ hospitals. 
Then I asked how to get around 
“10 of the major objections” to 
physicians on governing boards of 
hospitals listed by the American 


Visit us during the Convention at Atlantic 
City, September 20-23. Our booth is 111. 


BURNEICE LARSON, Director 
THE MEDICAL BUREAU 
Palmolive Bldg. at 919 N. Michigan Ave. 
CHICAGO . ILLINOIS 
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_,_ hon-absorbable 
| re. sutures 


= Cunty 


2 | od fe coe ———— Widely known, widely used, 
fo ee Curity Sutures satisfy 
exacting surgical demands 


we 


fi” oe The quality of Curity Non-absorbable 

_  —- - : Sutures is high, uniform and constant. 
That’s why surgeons rely today—as 
they have for many years—on Curity 
Sutures for all types of exacting oper- 
ative work. It is dependable performance 
ie —— 4 that has madé Curity Dermal and 
c oe Tension Sutures, for instance, the most 
j widely used skin and stay sutures in 
current surgery. 


— ve 


Convenience, Economy 


Curity suture packages are designed 
for convenience and economy. For 
quick emergency use, choose a sterile 
envelope or tube. When time is not a 
factor, save money with non-sterile 
boxes or spools. In either case, Curity 
Non-absorbable Sutures will meet your 
needs exactly. 


Variety of Choice 


Curity Non-absorbable Sutures com- 
prise Dermal and Tension, ZYTOR— 
braided or single filament (the original 
suture made from nylon), Silk, Silk- 
worm Gut and Horsehair Sutures. 
Choose from them according to your 
preference or need at your regular 
source of surgical supply. Rely on all 
of them for dependable performance! 





ORDER THROUGH YOUR DEALER 


Curity Suture Laboratories 


[> (BAUER & Siam 


Division of The Kendall Company, Chicago 16 


SEARCH ...TO ESTABLISH A FINE BALANCE 
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TIME AND TEMPERATURE 
ADEQUATE 


Diack Controls have been 
checking these factors and 
assuring positive sterilization 
for 38 years. 











College of Surgeons on page 16 of 
its “Manual on Hospital Standard- 


_ization.”’ I got no answer to that 


one. 

It is obvious that the academy, at 
this stage of development, is wan- 
dering off down some blind alleys, 
but eventually it will serve a use- 
ful purpose despite the fact there 
are too many medical organizations 
now. One strong point in its favor 
is the requirement that to main- 
tain membership, a fellow must 
complete at least 150 hours of post- 
graduate work every three years. 
Some day licensure to practice will 
include some such requirement as 


that. 
kkk 


Latest reports on action by the 
American Medical Association 
House of Delegates involving the 
interests of hospitals are all to the 
good. It takes the same stand on 
the veteran hospital construction 
program as the American Hospital 
Association, and Dr. Hawley made 
a very fine impressien with his 
presentation of the proposed na- 
tional enrollment corporation for 
Blue Cross and Blue Shield. I hap- 
pened to be at the closing session 
when the House was going through 
the rather cumbersome process of 
electing officers, trustees and coun- 
cil members. Dr. Ernest E. Irons 
of Chicago, whom I have gotten 
to know yery well as chairman of 
the association’s Committee on 
Coordination of Medical Activities, 
was named president-elect, de- 
feating Dr. A. W. Adson, famous 
Mayo Clinic brain surgeon. 


kkk 


The executive committee of the 
National Health Assembly met late 
in June to consider an action pro- 
gram. Federal Security Adminis- 
trator Ewing said that his report 
to the President on 10-year health 
goals for the nation was nearing 
completion. His recommendations 
will follow in general the recom- 
mendations of the 14 sections, but 
with one important exception— 
compulsory’ sickness insurance. 
Some of the committee members 
objected to any variation. It will 
be interesting to see what use, if 
any, is made of this report in the 
presidential campaign. 

Publication of the section re- 
ports poses a financial problem 
because the assembly has little 
money left. After lengthy discus- 
sion of this problem and methods 
of implementing the recommenda- 
tions of the sections, a steering 


committee was appointed on which 
I was asked to serve. This commit- 
tee was scheduled to meet late in 
July. 

Unless the 25 national organiza- 
tions represented on the executive 
committee get behind this project 
and do something about it, the 
National Health Assembly will go 
down in history as just another 
conference at which the problem 
was defined and little done about it. 

Immediate Past-President Bortz 
of the American Medical Associa- 
tion clearly summarized the prob- 
lem, I think, when he said that an 
action problem involves organiza- 
tion, education and finances. The 
enthusiasm for action on the part 
of the national organizations on the 
executive committee, representing 
both producers and consumers of 
health services, was most encour- 
aging. Several committee members 
insisted that we have enough facts 
on which to base action. It is 
hoped the steering committee 
comes up with something con- 
structive. 

kk 


The Blue Cross Commission 
sends out an interesting reprint 
of six articles in the Columbus 
(Ohio) Dispatch by President John 
D. Conner of the Columbus Hos- 
pital Federation in connection with 
the building fund campaign for 
$6,750,000 for seven hospitals. The 
Columbus Blue Cross made a sub- 
stantial contribution to the or- 
ganization of this campaign. Ex- 
ecutive Vice President Ralph W. 
Jordan says “Blue Cross already 
has gained immeasurably by this 
investment. It has more than come 
back to us in good will and good 
public health relations.” This sort 
of cooperation between hospitals 
and Blue Cross could be followed 
to advantage in many other places. 


kkk 


In April I said hospital admin- 
istrators would profit by member- 
ship in the American Public Health 
Association. A letter to Blue Cross 
plan directors by Chairman J. 
Douglas Colman of the Blue Cross 
Commission urging such member- 
ship in the proposed medical care 
section reminds me that I should 
have included plan directors in 
my invitation. I am happy to spon- 
sor such membership fer any Blue 
Cross executive. 


aban (Sor 
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...to make patients cheerful 


As you know, beautiful flowers always 
perk up listless patients. Fragrant and refreshing, they 
brighten and help ease tedious hours. Too, they deliver 


words of comfort and cheer from friends and relatives. 


We make Flowers-by-Wire easy to handle! 


, The majority of F.T.D. florists deliver hospital flower orders already 
tie he placed in containers, which are filled with chemically treated 
water that requires no change for the life of the flowers. No fuss! 


No bother! The flowers need only be taken to the patient’s room. 


FLORISTS’ TELEGRAPH DELIVERY ASSOCIATION 
149 Michigan Avenue, Detroit 26, Michigan 


F.T.D. members are continuing their cooperation for the second year with the Student Nurse Recruiting Program 
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ON ADMITTING INSURED PATIENTS 


INCE THE EARLY 1930’s, the num- 
ber of patients carrying some 
form of hospital insurance has 
grown steadily. Because benefits 
are not standardized, hospitals 
have developed policies and proce- 
dures for handling insured patients. 
Some hospitals take assignments 
so that all insurance claims are 
paid to them directly. Some hospi- 
tals have found it helpful to have 
full information on the commercial 
insurance coverage of large local 
groups. Some hospitals routinely 
check whether there is an unpaid 
bill before filling out the insurance 
company form. 
This month four persons discuss 
how their hospitals take care of 
insured patient claims. 


ROUTINE HANDLING FOR 
ALL INSURANCE 


More THAN 50 per cent of the 
patients admitted to Lutheran Hos- 
pital in 1947 had Blue Cross insur- 
ance. An additional 10 per cent had 
other types of hospital insurance. 
Because a high percentage of the 
patients admitted have hospital 
insurance, we consider it impera- 
tive to determine this routinely at 
the time of admission. 

It is necessary for the hospital to 
know the provisions in the policy. 
It must know whether the insur- 
ance is carried by the local Blue 
Cross plan, a private insurance 
plan covering employees of a local 
or out-of-city corporation, or a 
private company issuing an indi- 
vidual policy. 

This hospital routinely takes as- 
signments at the time of discharge 
from all patients, having hospital 
insurance, who leave the hospital 
with unpaid bills. The exception to 
this practice is when the patient 
has local Blue Cross insurance. 

These assignments are accepted 
by insurance companies and result 
in direct payment to the hospital 
of the benefits provided in the 
policy. 

If there is an unpaid balance, 
we take this opportunity to discuss 
the account with the patient or his 
representative before filling out an 
insurance company form. We resist 
delivering completed forms to any- 
one until satisfactory financial ar- 
rangements have been completed. 
A review of the account at the time 


the insurance forms are submitted 
has been found to be very helpful 
in collecting unpaid accounts. This 
does not represent a large volume. 
For a number of years the Cleve- 
land Hospital Council has main- 
tained for its member hospitals a 
manual alphabetically listing the 
corporations and giving in detail 
the benefits of private insurance 
plans carried by such corporations. 
This manual covers a majority of 
the Greater Cleveland companies 
having private insurance. 
Inasmuch as such insurance is 
written by relatively few large in- 
surance companies, the council of- 
fice has had little difficulty in get- 
ting the information and keeping 
it up to date. In fact, private insur- 
ance companies think so well of 
the plan that the local office of the 
insurance company may take the 
initiative. to supply the council of- 
fice with notices of policy changes. 
—LEE S. LANPHER, administrator, 
Lutheran Hospital, Cleveland. 


COMMERCIAL POLICIES 
NOT ACCEPTED 


IN THE ADMITTING procedure at 
this hospital, all patients are asked 
if they have hospitalization insur- 
ance. If they have Blue Cross, the 
certificate number is recorded on 
the admitting form. If they have 
commercial insurance, they are ad- 
vised that they should pay the hos- 
pital bill on discharge and send the 
receipted bills to their insurance 
company. 

It is not the hospital’s policy to 
take assignments. On _ occasion, 
however, this is done if the patient 
is unable to pay his bill on dis- 
charge and the credit department 
feels it is necessary to protect the 
account. Such cases are quite rare. 

The hospital’s policy is that all 
bills are payable weekly or on dis- 
charge. If this is not possible, ar- 
rangements must be made with the 
credit department. No check is 
made on an unpaid account before 
filling out insurance forms, how- 
ever, because arrangements would 
have been made previously. 

The admitting office does not 
have information on commercial 
coverage of local groups. It is con- 
cerned only with patients who 
have Blue Cross insurance, as a 
form of insurance that pays the 
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Contributing to the leadership established and maintained thresh suc- 
cessive years of engineering research and development, perhaps no 
units of equipment better exemplify the progress made in simplified, 
precision operation, safety and trouble-free perlor mance than— 








American STERILIZERS 


for the 


UTILITY ROOM and SURGICAL SUPPLY 


FOR UTENSILS AND HEAVY INSTRUMENTS 
WATER STERILIZERS oy | a f si : 
= bd VA Provides for complete utilization of avail- 


Featuring a simplified system of operation 
whereby the steam supply for each reservoir 
is controlled by a single valve. Each reser- 
Voir is also equipped with an automatic pres- 
sure regulator which controls water tempera- 
ture within a total range of 3°. A readily 
accessible steam strainer serves to collect 
any sediment from steam thus preventing 
the clogging of valves and coils. Single or 
double reservoir units are available in capa- 


able power and automatic control of rate 
of heating. Features the “American” engi- 
neered EXCESS VAPOR REGULATOR 
which avoids losses normally sustained 
through the creation and disposal of excess 
steam. Formation of scale on load or steril- 
izer proper is dramatically reduced. No vent- 


\ ing system is required for the unit. 


cities of 10, 15 and 25 gallons. Dee ALL UNITS ARE FABRICATED OF 
é ‘i MONEL . .. the durable, corrosion- 
resistant metal proven superior for 


FOR DRESSINGS, sterilizer construction. 


INSTRUMENTS AND SOLUTIONS 

Featuring the “American” engineered POSI- 
TIVE LOCK safety door which prevents pre- 
mature opening of door before pressure is 
exhausted. ... A single dialed valve which 
controls the complete sterilizing cycle, thus 
minimizing the potentials of error and con- 
fusion that exist when multiple valves must 
be operated to accomplish desired results. 


AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 


>, 


2 reer AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND pence 
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During my calls these days, every time 
I mention Hypercillint—the conver- 
sation begins to sound like a quiz 
program. It all starts when I lay this 
announcement on the doctor’s desk 
—“Procaine penicillin has a new 
coat ... and it’s a slicker!” 

Right away they want to know what 
a ‘slicker’ has to do with blood levels. 
The details go like this: 


Hypercillin contains 300,000 units 
per cc. of 120 mgm. procaine peni- 
cillin G crystals, dispersed in fluid 
sesame oil with 2% aluminum mono- 
stearate, to delay absorption. This 
dispersing agent ‘coats’ the crystals, 
holding them in suspension for pro- 
longed periods—and making smoother 
injections by cutting down needle 
plugging. 

After injection—considerably less 
painful because of the procaine — 
the ‘coated crystals’ (water-proofed 
in their slickers) act as oily globules 
.in a watery environment, where they 
are slowly absorbed. Absorption takes 
place around the periphery of the 
globule, and the procaine penicillin 
salt is slowly released into the blood 
—for therapeutic levels of at least 
24 hours. 

Hypercillin has two more factors 
of importance. The crysta] size is 
large enough to maintain prolonged 
adequate levels—yet small enough to 
clear an 18-20 gauge needle without 
plugging. Sesame oil—the suspend- 
ing medium — has these clinically 
established advantages: (1) less 
irritating to tissue; (2) less anti- 
genic; (3) more suitable physically 
and chemically as a suspending 
medium. 

Only Cutter Hypercillin offers a 
suspension of crystalline procaine 
penicillin G dispersed in sesame oil 
with 2% aluminum monostearate. 

So you see why so many of my 
physicians are trying Hypercillin 
—and are agreeing “it’s a slicker!” 


PY 


(Cutter Detall Man) 
*Trade Name for Cutter Procaine Penicillin G 
in Sesame Oil with 2% Aluminum Monostearate 


Cutter Laboratories + Berkeley 1, Calif. 





hospital directly.—L. M. WriGcuHrt, 
chief accountant, Evanston (Ill.) 
Hospital Association. 


UNDERSTANDING REACHED 
AT ADMISSION TIME 


INSURANCE IS ONE of the most 
important points to be considered 
when interviewing a patient to de- 
termine his ability to pay. It is not 
possible to establish a fair rate of 
charge without full information on 
the amount of insurance benefit 
the patient will receive. 

It is desirable, of course, to col- 
lect payment for all charges di- 
rectly from the patient irrespective 
of his insurance coverage, since 
claims for that type of insurance 
frequently are rejected with the 
result that the hospital generally 
is the loser. Many patients, how- 
ever, refuse to make full payment 
directly, saying that they carry 
hospitalization insurance for that 
purpose. The hospital is compelled 
to accept assignments or to state 
flatly that it does not recognize the 
particular type of insurance cover- 
age. 

At Pennsylvania Hospital, we 
believe it is more advantageous to 
accept assignments in such cases 
than to rely on the patient to pay 
after he has collected his claim 
from the insurance company. The 
hospital has nothing to lose by ac- 
cepting assignments under such 
circumstances. If the claim is re- 
jected, the hospital’s position as a 
creditor is in no way weakened. 
There still is the opportunity to 
recover from the patient, as would 
have been necessary if the insur- 
ance coverage was not recognized. 

Handling these insurance claims 
calls for considerable planning. 
First, and most important, it is es- 
sential to call personally at the 
offices of the most active insurance 
companies. 

The following procedures are in 
effect at this hospital: 

(1) We maintain a supply of 
the claim blanks and assignment 
forms of each of the most active 
insurance companies. This expe- 
dites handling each claim. 

(2) Procedure at time of admis- 
sion: We determine correct name, 
address, policy number and diag- 
nosis; telephone insurance com- 
panies and inquire if the claim is 
acceptable and what the benefits 
are; advise the insurance company 
that the assignment is being used; 
have the patient execute necessary 
papers, and arrange payment of 
the balance by the patient. 

(3) Procedure at discharge: We 


refer forms to doctor for signature, 
and mail forms and statement to 
the insurance company. 

In addition, our doctors have 
been instructed not to complete 
any insurance forms except those 
stamped by the credit department. 
All forms not so inscribed are re- 
ferred to the proper person so that 
an assignment form may be pro- 
cured if necessary. 

This plan is not only the most 
direct method of obtaining all the 
facts about the patients’ insurance 
coverage, but it reduces the num- 
ber of surprise claim rejections. It 
leads to complete understanding 
with the patient at admission rath- 
er than misunderstanding after 
discharge.—DANIEL G. GILL, credit 
manager, Pennsylvania Hospital, 


- Philadelphia. 


PATIENT RESPONSIBLE 
FOR PAYMENT 


ABOUT THREE YEARS ago Peralta 
Hospital inaugurated a policy on 
hospitalization insurance patients 
under which the patient was re- 
sponsible for payment of his hos- 
pitalization. He then could receive 
direct reimbursement from his in- 
surance carrier. 

Reasons for this were many. The 
hospital had been accepting 30 or 
more groups, all with diversified 
coverage. Often verbal approvals 
were repudiated. The detail in- 
volved in processing the statements 
for payment by the various com- 
panies was complicated. 

We continued to accept the local 
Blue Cross plan. Now we also ac- 
cept the California Physicians’ 
Service and one or two other med- 
ical plans that have standard pol- 
icies and which, by a local tele- 
phone call, can verify the coverage 
in a short time, sometimes while 
the patient is being admitted. 

In order to accommodate a pros- 
pective patient or a staff doctor, 
we recently have taken assign- 
ments. In such cases we have defi- 
nite prior-to-entry commitments 
and the patient pays his personal 
portion either before or on dis- 
missal. 

Our admitting desk and business 
office work together on verification 
and checking of all coverage. 

The hospital accepts all indus- 
trial cases regardless of insurance 
carrier, whether it is state compen- 
sation or a private company. Each 
industrial patient’s eligibility is 
verified by telephone. This is fol- 
lowed up with a request for written 
confirmation. —M. F. CONNOLLY, 
office manager, Peralta Hospital, 
Oakland, Calif. 
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of the abdomen 


The G-E Maximar 250 


The G-E Maximar 250 may be operated oon- 
tinuously at any voltage from 80 kvp to 250 
kvp at from 2 to 15 ma. In a single appa- 
ratus the Maximar 250 provides a therapeutic 
range from superficial lesions to deep-seated 
malignancies. 


Easy to position. Vertical adjustment and 
transverse angulation are made by two motors 
controlled by a single switch. 


Heavy duty. Within its wide voltage and 
milliamperage range, the Maximar 250 may 
be operated continuously. There is no need for 
cooling-off periods. A heavy flow of patients 
may be handled with complete convenience. 


Dependable. Oil-immersion of the high-volt- 
age circuit brings safety from electrical shock 
and consistent performance unhampered by 
dust, humidity or altitude. And like all G-E 
equipment, the Maximar 250 is built of units 
designed with experience and skill. 


For therapy at voltages up to 400 kvp, in- 
vestigate the Maximar 400. For supervoltage 
radiation, investigate the one- and two-million- 
volt x-ray therapy units and the new G-E 
Betatron. This much is sure—that within the 
General Electric line of x-ray therapy appara- 
tus is the one unit that exactly fits your re- 
quirements. Why not have a G-E installation 
engineer call? General’ Electric X-Ray Cor- 
poration, Dept. H-25, 4855 McGeoch Ave., 
Milwaukee 14, Wisc. 


GENERAL @ ELECTRIC 


X-RAY 


@ General Electric X-Ray Corporation manufactures and distributes 
x-ray apparatus for medical, dental and industrial use; electromedical 
apparatus; x-ray and electromedical supplies and accessories. 
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SUBSISTENCE 


Have subsistence allowances been in- 
creased for veterans serving internships and 
residencies in hospitals? 

Increases in subsistence for some 
veterans were granted by legisla- 
tion passed in April 1948. Resi- 
dents, who are considered to be 
receiving institutional training, are 
eligible. On the basis of the new 
law, residents may receive sub- 
sistence of $75 to $120 a month, 
according to the number of de- 
pendents. 

Interns are classified as receiving 
on-the-job training and are not 
eligible for increased subsistence. 
Their allowances range from $65 
to $90 a month.—Dr. DALLAS G. 
SUTTON. 


SURVEY STAFF 


What kind of staff is needed to work out 
a report of hospital facilities for a com- 
munity or region, such as was done for 
Michigan? 

Members of the Michigan survey 
commission were not actively en- 
gaged in collection and analysis of 
information. This work was done 
under supervision of the survey 
staff, augmented by a large number 
of voluntary workers. 

A report the size of Michigan's 
would need the following super- 
visory manpower: A director of 
study, statistical supervisor and 
editorial writer. This supervisory 
staff would have to be augmented 
with assistants. The number would 
depend on the speed with which 
the job had to be completed. At 
least one secretary, one stenog- 
rapher and two statistical clerks 
would be needed for the office. 

Although volunteers were used 
for the collection of field data dur- 
ing the Michigan survey, employ- 
ment of fulltime help is preferable. 
A staff of four or five probably 
would be adequate to obtain com- 
plete information about the hos- 
pitals in a reasonable length of 
time. 

Two pamphlets, prepared by the 
Commission on Hospital Care, 
give details of conducting a state- 
wide survey. “Organization and 
Survey Procedure for a State Hos- 
pital Study” describes in detail the 
objectives, the type and establish- 
ment of the study group, methods 
for financing the study and basic 
study methods. 

The second booklet, “Scope of 
Study and Planning for a State 
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Hospital Study,” outlines a sug- 
gested method for accomplishing 
the objectives of a survey. It also 
contains a list of information the 
commission thought necessary for 
the formulation of an organized 
hospital plan for a region or a com- 
munity. Both pamphlets are avail- 
able on request. — MAURICE J. 
NORBY. 


MEMBERSHIP 


Is there any type of Association member- 
ship available for hospitals in the planning 
or construction stages? 

A group which plans to build 
a hospital or a hospital on which 
construction has been started may 
apply for associate institutional 
membership. Dues are $25 a year 
plus a $10 initiation fee. 

Associate institutional members 
receive such Association services 
as advice on fund raising; admin- 
istration, construction and plan- 
ning assistance; use of the library, 
and all publications and bulletins. 
Such membership may be main- 
tained only until the hospital is 
completed and is eligible for Amer- 
ican Medical Association registra- 
tion. Following such registration, 
associate institutional membership 
may be converted to active institu- 
tional status.—C. J. FOLEY. 


INDIGENT PATIENTS 


Our hospital has been accepting town- 
ship patients for which we collect less than 
half the present per diem cost. Can we 
refuse to accept such patients without dam- 
aging the hospital's nonprofit standing or 
its tax free benefits? There is a county 
hospital. 

There is no simple anwer to 
this question. It is a good plan 
to use great care before refusing 
indigent patients. On the other 
hand, some hospitals have taken 
such a stand successfully. 

Any definite stand might affect 
the hospital’s public relations ad- 
versely. As a nonprofit hospital 
serving the community, it is im- 
perative that any action taken by 
the board of trustees be under- 
standable to the whole commu- 
nity. It seems to me that the hos- 
pital must present the whole prob- 
lem through the press and by 
other public relations methods so 
that the community understands 
the situation the hospital is facing. 

If the township insists on having 
patients unable to pay hospitalized 
at the hospital, and is willing to 





pay only a part of the cost, then 
the patients are being taxed for 
the sick poor rather than having 
that cost borne by the taxpayers 
at large. 

Illness is almost always a fi- 
nancial problem for patients, and 
it is unfair to add the cost of ili- 
ness for those who are so unfortu- 
nate as to be sick, rather than to 
use the tax base. I think the pub- 
lic would support the hospital in 
this stand. I also think a proper 
acknowledgment could be secured 
from those responsible for the 
township government. 

On the other hand, if care is 
refused without proper public un- 
derstanding of the situation, it 
could be very damaging to the 
hospital’s position. 

I do not believe that tax free 
benefits would be endangered or 
the hospital subject to libel action 
if patients were refused. The ef- 
fect on the public served by the 
hospital would be far more seri- 
ous if such action is taken without 
full understanding and support by 
that public.—GEORGE BUGBEE. 


RECOVERY SUITE 


What are the advantages of providing for 
a postoperative recovery room on the sur- 
gery floor? What is the best arrangement for 
such a ward? Is the planning of a recovery 
unit recommended? 

There appears to be a definite 
trend toward the inclusion of re- 
covery wards in the larger hospi- 
tals. There is a belief that the ad- 
ministrator of any hospital of 200 
beds or more should give thought 
to the development of this facility. 

The recovery room should be 
part of the surgical suite so that 
the anesthetist may be available. 
The ward should be arranged so 
that the nurse in charge can ob- 
serve each group of patients from 
a corridor separated from the main 
corridor. To provide flexibility and 
privacy, each bed should be sep- 
arated by a curtained division 
or a cubicle partition. Each unit 
should be supplied with its own 
storage closet for equipment need- 
ed for treatment of shock and oth- 
er postoperative complications. 

Some advantages of the recovery 
ward are: A specially trained nurse 
and the anesthetist are available 
for constant supervision and care; 
the regular surgical nursing unit 
is relieved of unbalanced nursing 
loads, and the hospital has com- 
plete control of visitors during the 
immediate postoperative period. 

The objection most commonly 
reported is that of relatives who 
are unable to see the patient until 
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Cut costs with 
G-E Refrigeration equipment 
DEPENDABLE General Electric cabinets and other refrig- 


eration equipment can mean definite savings for you: 


By saving your food. Soundly engineered G-E Cabi- 
nets keep foods at correct temperatures ... hold spoilage 
to a minimum. In addition, Conditioned Air Cooling Units 
are available for application in larger food storage spaces, 
walk-ins, etc....to give you the benefits of G-E pioneer- 
ing in conditioned air refrigeration for the preservation of 
food quality and appearance. 





By low cost operation. The General Electric Condens- 

ing Unit in every G-E Cabinet is engineered and tested to 

give you maximum refrigeration for every power dollar... 
plus dependable operation for years and years. 





Get full information from your General Electric Distri- 
butor. General Electric Company, Air Conditioning Depart- 

; ment, Section C8858, Bloomfield, New Jersey. 
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he leaves the recovery unit. A 
second objection is the added cost 
of construction, since these beds 
duplicate patient facilities left 
empty during the day. There is 
some feeling that the first objec- 
tion can be overcome if the hospi- 
tal is conscientious of its public 
relations and carefully provides 
accurate information on the pa- 
tient’s condition to relatives. 


It is extremely important that 
all factors be considered thorough- 
ly before building the recovery 
unit into a hospital. The space once 








provided cannot readily be put to 
other types of usage.—Roy HuUDEN- 
BURG. 


PAYROLL PERCENTAGES 


In 1946 the graduate staff and nurse aides 
at a 208-bed Texas hospital drew 32.5 per 
cent of the total payroll. In 1947, with no 
increase of daily load or average occu- 
pancy, they drew 43 per cent of the total. 
Is this out of line? 

The following per cent of ex- 
pense was used for employee wages 
in short term hospitals throughout 
the country in 1946: Nonprofit, 
50.9; proprietary, 50.3; governmen- 
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e « » with your Present Method of 


INSECT CONTROL? 


Seeking a positive “hit-and-kil” way of solving your insect problem? 
The new WEST VAPOMAT—filled just once with West Vaposector 
Fluid* gives you “sure-fire” control of roaches and similar crawling 
insects within areas of 50,000 cu. feet. “Effective Kill” of flying insects 
in areas up to 100,000 cu. feet is also accomplished. 

The West Vapomat actually penetrates the “Hidden Breeding Places” 
in your building—its tiniest cracks and crevices. Completely automatic, 
economical, light and easy to operate—merely set time clock and plug 
into AC or DC outlet, no manual attendance required. 








A prompt, dramatic demonstration by one of West’s 
trained specialists will quickly convince you! MAKE US 
PROVE WHAT WE SAY! WRITE US ON YOUR BUSI- 
NESS LETTERHEAD NOW! 








*West Vaposector Fluid is obtainable in non-inflammable, odorless and regular 
forms. Non-toxic as well as non-staining, West Vaposector Fluid is unsurpassed in 


insect killing efficiency and economy. 


PRODUCTS THAT PROMOTE SANITATION 


42-16 West Street 


WES DISINFECTING 
Long Island City 1, N.Y. 
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tal, 62. In 1947 these same hospitals 
reported the following percent- 
ages: Nonprofit, 53.5; proprietory, 
49.2; governmental, 57.7. 

Short term nonprofit hospitals in 
the 100 to 249-bed classification 
reported payroll as 50.9 per cent 
of the total expense in 1946 and 
53.1 per cent in 1947. In Texas, 95 
short term general and special non- 
profit hospitals used 43.2 per cent 
of income for wages in 1946 and 
48.5 per cent in 1947. 

Average salary rates, showing 
increases from 1945 to 1947 by type 
of employee, are included in the 
Association’s “Hospital Salary Sur- 
vey for 1947.” They are not related 
to total hospital expense. Total ex- 
penditures for 1946 and 1947, clas- 
sified by type and size of hospital, 
may be found in the 1947 edition 
of the Amercian Hospital Direc- 
tory.—MAURICE J. NORBY. 


UNIT PLACEMENT 


What is ‘the official attitude of the As- 
sociation on placing the x-ray department 
and laboratory of a general hospital on the 
same floor as the operating room? 

The Council on Hospital Plan- 
ning and Plant Operation has not 
adopted specific standards on the 
location of various hospital units 
within the building. It is the policy 
of the council to furnish infor- 
mation and data on which such de- 
cisions can be made in each indi- 
vidual case. 

Since functional efficiency should 
be the guiding standard, there are 
a number of reasons for placing 
the x-ray department and the lab- 
oratory without regard to the loca- 
tion of the surgery. Because both 
of these departments are used by 
patients referred for diagnosis 
without hospitalization as well as 
by inpatients, there is a definite 
advantage in keeping them close 
to the ground floor entrances. The 
x-ray department can be advan- 
tageously located close to the emer- 
gency department to facilitate the 
taking of x-rays for emergency 
patients. 

The laboratories frequently in- 
clude the blood bank, blood donor 
department, electrocardial and 
basal metabolism rooms. Since 
these frequently are used by out- 
patients, elevator traffic is re- 
duced by a lower floor placement. 
Furthermore, some planning au- 
thorities believe that traffic to the 
surgery floor should be as free as 
possible from travel by the public 
since street dust may be brought in 
on the shoes of those coming di- 
rectly from the outside.—Roy Hv- 
DENBURG. 
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A Report on Readiness To Serve 


HE READINESS-TO-SERVE con- 
ony though widely used in 
planning financial policies in the 
business world, frequently is over- 
looked in the hospital field. It is a 
fundamental and major component 
of, but not synonymous with the 
more familiar term, overhead, 
which business and industry must 
consider in establishing prices and 
rates, maintaining reserves and 
producing a profit. 

Usually concealed in prices and 
rates, this factor comes into the 
open in public utility rates as a 
fixed or minimum monthly charge 
for telephone, electricity and gas. 
Whether shown on the bill as a 
separate item or more or less con- 
cealed in a sliding scale of rates, 
the readiness-to-serve cost is rep- 
resented by what the consumer 
pays for the “connection.” This is 
a continuing charge even when 
there is no use of gas, electricity 
and telephone. 

Though the typical hospital is 
not a business concerned with 
profits, businesslike management 
of its finances contributes to an 
improved product at a reduced cost 
—more and better hospital care at 
arate that can be paid by a larger 
number of the population served. 

Like a business, hospitals have 
to meet payrolls and buy materials 
and services. They have the cost 
elements recognized by profit mo- 
tivated business, and their costs 
are susceptible to similar analyses 
as a basis for policy determination 
and financial planning. 

Recognition and use of the readi- 
nhess-to-serve factor will eliminate 
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Why is it uneconomical to build small hospitals? Should a person, 
when he is ill, pay for the extra cost of keeping a hospital always 
open and available? If the patient is not to pay for this cost, 
who should? What factors affect the cost of being ready to serve? 
The authors have an answer to these and other important questions. 


HENRY J. SOUTHMAYD 
AND 


ROBERT JORDAN 
DIVISION OF RURAL HOSPITALS 
THE COMMONWEALTH FUND 

NEW YORK CITY 


much of the guesswork involved in 
the interpretation of patient-day 
costs, which tend to vary with oc- 
cupancy rather than with the cost 
of direct service to the patient. 

The separation of total cost of 
patient service into readiness-to- 
serve cost, which is indirect, and 
service cost, which is direct, raises 
an important question of policy for 
an institution that is community 
financed for community service. 
The question is: What portion of 
total cost should be met by the 
community at large and what por- 
tion by charges to hospital pa- 
tients? Moreover, study of service 
and readiness-to-serve costs shows 
their relationship to the optimum 
size and geographical distribution 
of hospitals. 

It is common practice to think of 
the overhead of a particular de- 
partment. An administrator decides 
to make a cost study in the x-ray 
department. Automatically he 
thinks first of the cost of films, 
chemicals, technicians’ time, tube 
depreciation and depreciation on 
the radiographic unit. Then he 


thinks of the cost of interpreting 
the film. Finally, he tries to decide 
whether overhead should be in- 
cluded by prorating to the x-ray 
department some portion of the 
total cost for heating, lighting and 
cleaning, and perhaps a share of 
the cost of such functions as pur- 
chasing, storing and issuing sup- 
plies. 

Such thinking is common in 
relation to special service depart- 
ments. It can be applied equally 
well to the hospital as the. service 
department of a larger unit. The 
social organization of the com- 
munity then becomes the institu- 
tion and the hospital one of its 
service departments. Readiness-to- 
serve cost, considered in this light, 
becomes a kind of overhead which 
the community must pay. 

With readiness-to-serve consid- 
ered as overhead, a parallel can 
be drawn between hospitals and 
other “departments” of the com- 
munity. The fire department has 
three eight-hour shifts of firemen 
on duty in a firehouse filled with 
expensive equipment. Yet it may 
average only one run a day. 

Combining the prorated wages 
of the firemen for a 60-minute 
period of activity, the cost of gaso- 
line, wear on the equipment and 
similar expense will give a service 
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cost that is very low in relation to 
the readiness-to-serve cost that 
was built up during the other 23 
hours of the day. But no com- 
munity asks the taxpayers who are 
unfortunate enough to have fires 
to meet the entire cost of protec- 
tion given to all property owners. 

A-new 50-bed hospital is in a 
similar situation. Before the first 
patient is admitted, there must be 
a condition of readiness-to-serve. 
The elements will vary with the 
services to be provided. There must 
be someone to run the place. An 
administrator, an assistant admin- 
istrator and a night supervisor will 
provide a head for each shift. 

There must be at least one office 
worker who may be a combination 
admitting clerk, bookkeeper and 
record librarian. There must be at 
least one combination x-ray and 
laboratory technician for these di- 
agnostic services. There also should 
be a dietitian, a cook and someone 
for the daily housekeeping and 
cleaning. If a laundry is included 
in the plant, its minimum staff is 
one. Similarly, there must be one 
fireman to operate the boilers. 

If good service is to be provided, 
there must be arrangements with 
a part time roentgenologist and a 
part time pathologist, and again, 
depending on the kind of service, 
a house physician and a nurse 
anesthetist may be necessary. 

Fourteen positions have been re- 
ferred to. Employees in 10 or 12 
of these positions will eat two or 





three meals apiece each day at the 
hospital. A larger hospital, even 
without patients, may require more 
than one maid for cleaning, and 
one man perhaps may. not be 
erfough to fire the boilers and take 
care of minor maintenance needs 
around the plant and grounds. Even 
though these components never 
can be exact, the theory is valid. 


Without Patients 


If in the first 30 days after a 
hospital opens its doors the impos- 
sible happens and no patients apply 
for admission, these components of 
cost still must be met. During this 
period the staff would be paid, 
some would be fed and perhaps 
housed, and the rental of telephone 
equipment would continue even 
though no calls were made. All 
insurance would be in force and 
the building would be kept clean, 
heated and ready for use. 

For a 50-bed hospital, the mini- 
mum items so far described might 
cost the community between $2,000 
and $3,000 a month, even without 
patients. Thus yearly costs, de- 
pending on local conditions, would 
range between $24,000 and $36,000. 

When the first two or three pa- 
tients are admitted at the begin- 
ning of the following month, floor 
duty nurses will be employed. As 
more patients are admitted, more 
nurses will be required. As the 
patient load grows, additional help 
will be needed in the office, kitchen 
and housekeeping departments. 


— 
<= Ready\To Serve 


Service costs are determined by 
adding the costs incidental to the 
patient load. These include the 
salaries and cost of maintenance of 
additional employees, the cost of 
feeding the patients and the costs 
of the operating and delivery rooms 
and medical and surgical supplies. 

Dividing this total by patient 
days gives a service cost for each 
day. It excludes the cost of what- 
ever already has been segregated 
under readiness-to-serve cost. 

By drawing a line of distinction 
between these two kinds of cost, 
we come face to face with an im- 
portant question: Would it not be 
equitable to charge the patient the 
service cost for each patient day 
and charge the community for the 
readiness to serve? 

Under such a policy the patients’ 
rates in a 50-bed hospital could be 
reduced 25 to 33 per cent. This is 
because the readiness-to-serve cost 
is a relatively large part of total 
operating cost in the small hospi- 
tal. 

Rate reductions of such a magni- 
tude would affect a very significant 
proportion of hospital patients be- 
cause more than one-fourth of all 
beds in general and special short- 
term hospitals (excluding those 
operated by the federal govern- 
ment) are in institutions of less 
than 100 beds.” 

Readiness-to-serve cost is far 

1. Jordan, Robert and Viguers, Richard 
T., “Ten Year Report on Service and Costs 
in Seven Small Hospitals.’ Hospirats, Feb. 

“ “American Hospital Directory, 1947. 
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from being an exact mathematical 

tool. It would be possible to debate The Variables of Readiness-To-Serve Costs 

endlessly about which staff mem- 

bers’ salaries are to be included OPERATING EXPENSE 

and whether one-half or two- 

thirds of the cost of heat, light and $400,000 HOSPITAL A HOSPITAL B 

power would be necessary to be cee. OP ie 
dy for the first patient. How such factors as hospital size, 

rea y a bed utilization and rising expenses 

It is not a particularly useful can affect readiness to serve costs. 

concept in comparing one hospital 300,000 
with another. This has been con- , 
firmed by the experience of the || SERVICE COSTS 
Rural Hospital Division of the -_ 
Commonwealth Fund, which for 
12 years has kept data relating to 
hospitals originally of approxi- 
mately the same size and designed 
for the same scope of service. Vari- 
ations in the size of the central 100,000 
community, whether it is essen- 
tially agricultural or agricultural 
combined with small industries, 
proximity to a large city and 
similar factors make each institu- 
tion unique. 

The concept is more valuable in 
the chronological study of the ex- 
perience of one hospital and the 
relationship of its total costs to the 
service cost. This study should 
show a service cost for each day 
that is relatively stable unless dis- 
torted by unusual economic condi- 
tions. In theory, the total service 
cost varies directly with the patient 
load. On that basis, it is not neces- 
sary to make such mental adjust- 
ments as explaining that an in- 
crease in the patient-day cost is 25% 
the result of a decrease in occu- 
pancy. Some of the relationships 
discussed in the abstract may be | 
visualized in the accompanying eS Abe ae 
graphs and charts. 0 Beds 2 O53 Beds 

The upper portion of ‘The Vari- PATIENT DAY COST 
ables of Readiness-To-Serve Costs,” 
shows the total operating expense 
of two hospitals for the 10-year 
period, 1938 to 1947 inclusive, 
divided into readiness-to-serve and 
service costs. Readiness-to-serve 
costs, as used in the graphs, repre- 
sent the sum of: 

1. Salaries of the superintend- 
ent, assistant superintendent, night 
Supervisor, bookkeeper, resident 
physician, anesthetist, pathologist, 
technician, roentgenologist, dieti- 
tian, cook, housekeeping maid, 
laundress and fireman. 

2. The total cost of telephone 
service and insurance. 

3. The cost of food served to 
Persons listed above. This cost is 
calculated by multiplying the raw 
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HOW HOSPITAL SIZE AFFECTS READINESS-TO-SERVE COSTS 
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food cost per meal by the number readiness-to-serve was a larger 







of meals served to employees in- proportion of total expense in the 
cluded in the readiness-to-serve smaller hospital than in the larger. 
group. This condition cannot be attributed 





4. Two-thirds of the expense of to size alone. The low utilization of 
the heat, light and power depart- the smaller hospital had the same 
ment, exclusive of the salary of the effect. 
fireman listed above. The lower portion of the graph 

5. The cost of plant improve- shows the total patient-day cost 
ments or repairs that have been and service cost for the same hos- 
charged to operating costs, as pitals, both rates adjusted on the 
shown by account, “Work Done by basis of four newborn days being 




















Outside Contractors,” in the gen- equivalent to one adult day. The 
eral maintenance and repair de- upper portion of each graph repre- 
partment.* This does not include sents service cost. Again it is ap- 
the minor day-to-day jobs per- parent that in periods of low 
formed by members of the hospi- occupancy, readiness-to-serve is a 
tal’s maintenance crew. This labor high percentage of the patient-day 
is included in the regular salaries; cost. As occupancy and total costs 
the necessary material is taken increase, the readiness-to-serve 
from the maintenance supplies. In- cost, though the same in total, is 





stead, this classification covers the a smaller percentage of the patient 
extensive type of repair job which cost. 
in small hospitals usually is done 

by outside contractors. 

Hospital A was planned for 40 Hospital A is in a community 
beds (exclusive of bassinets) and _and region of lower general living 
for the first half of the decade costs than might be found in the 
operated at about half its rated area of Hospital B. Yet the total 
capacity (see central portion). patient-day cost for Hospital A in 
During the war it was overcrowded the early part of the decade was 
at peak loads. Hospital B had 53 = appreciably more than in Hospital 
beds at the beginning of the period B. This is because Hospital A had 
and its percentage of utilization in- low occupancy. 
creased steadily to nearly 90 per At the end of the decade, total 
cent in 1941. Early in 1942 the  patient-day costs of the two hos- 
capacity was almost doubled. By pitals were approximately equal, 
1946 it was again operating with but in the larger Hospital B, the 
an overload. readiness-to-serve cost for each 

A comparison of the expenses patient was much lower than in 
for Hospitals A and B shows that Hospital A. 
oR In “How Hospital Size Affects 


*This is equivalent to expense account 







In Two Hospitals 




























1343 in “Hospital Accounting and Statis- | Readiness-To-Serve Costs,” the 
tics,” American Hospital Association Offi- Ss ° 
cial Bulletin No. 210. solid line represents the average 
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readiness-to-serve cost per bed 
(excluding bassinets) for five hos- 
pitals with average rated capacity 
of 47 beds. No expansion occurred 
in any of these hospitals, yet this 
cost increased throughout the 
decade. 

The hroken line is for Hospital 
B (the same hospital shown in 
“The Variables of Readiness-To- 
Serve Costs’) which started with 
53 beds and expanded to 92 in 
1942. To the time of expansion, 
Hospital B shows readiness-to- 
serve costs per bed per year which 
were higher than the average of 
five hospitals. But, starting with 
1942, its cost is lower than the 
average. 

Everyone is aware of, and talks 
about the small hospital as an un- 
economical unit to operate. It is un- 
economical because it has a rela- 
tively high readiness-to-serve cost. 
Its rates are high in comparison to 
those of similar hospitals giving a 
comparable quality of service. 

This is only another way of say- 
ing that it is uneconomical to build 
small hospitals. Even if most mem- 
bers of the community are willing 
to bear the hospital’s readiness-to- 
serve.cost for the sake of having 
easily accessible local service, they 
should be aware of the fact that, as 
well as being expensive, service 
probably will be limited in scope. 
There will be less readiness-to- 
serve cost for a bed in a larger hos- 
pital. The gap between service cost 
and total cost for each patient day 
will be reduced by a rational loca- 
tion of fewer and larger hospitals. 

The concept of readiness - to- 
serve cost is useful in regional as 
well as community planning. With 
the current widespread activity in 
federal and state planning for in- 
tegrated hospital systems and the 
emphasis on establishing hospitals 
in rural areas, economy of opera- 
tion is an important factor. 

Section 625 of the Hill-Burton 
Act requires “reasonable assurance 
that adequate financial support will 
be available for . . . maintenance 
and operation. . . ” It would be 
well if local groups bearing the 
final responsibility for this support 
of hospital operations studied and 
appreciated the readiness-to-serve 
cost principle. The data cited show 
clearly the wisdom of building, 
wherever possible, one larger hos- 
pital instead of two small ones. 


HOSPITALS 













THE | 








LITTLE RED SCHOOLHOUSES 


LDTIMERS IN EDUCATION still 
O remember the little red 
schoolhouse era when there was a 
one-classroom, one-teacher school- 
house at every crossroad. Ameri- 
can education took a great step 
forward when these romantic but 
inefficient little crossroad school- 
houses were replaced by the dis- 
trict school. This was made possi- 
ble by unification. Unified school 
districts permitted the building of 
larger and better equipped schools 
in the larger centers. The modern 
union high school is a good ex- 
ample of this kind of efficient, well 
coordinated educational center. 

“In many respects, much of our 
hospital education is still figura- 
tively in the little red schoolhouse 
era. It will continue so until the 
various fields of hospital educa- 
tion are better integrated into one 
comprehensive field, the field of 
hospital education. Many hospitals 
now conducting teaching programs 
within some of their administra- 
tive departments are really main- 
taining little red schoolhouses. 
Each unit is isolated and independ- 
ent from the unit in another de- 
partment. Each department is car- 
rying on teaching activities as best 


Mr. Maffly is administrator of the hospi- 
tal and dean of the Herrick School of Hos- 
pital Arts, ; 





Poor coordination of hospital 
teaching is as inefficient as 
an old one-room schoolhouse. 
Herrick Memorial Hospital’s 
solution is centralization of 
all the departmental programs. 





ALFRED E. MAFFLY 
ADMINISTRATOR 
HERRICK MEMORIAL HOSPITAL 
BERKELEY, CALIFORNIA 


it can on an individual, isolated 
and independent basis. And each 
is much handicapped because of 
the inefficiency caused by duplica- 
tion and lack of coordination. 

The Herrick Memorial Hospital, 
Berkeley, Calif., recently has taken 
steps to correct these deficiencies. 
The result is the Herrick School of 
Hospital Arts. It coordinates into 
one school, under one dean and one 
director, all the teaching activities 
that formerly had been conducted 
independently by the hospital de- 
partments. 

Our hospital is in a college town, 
a few blocks from the campus of 
the University of California. Being 
near this center of learning, we 
long have felt an obligation to 


Z is 2 


conduct an educational program. 

This program developed in a 
piecemeal way through independ- 
ent action by our separate depart- 
ments. In the traditional manner, 
we built many little red school- 
houses. 

The nursing department was 
conducting postgraduate training 
for nurses in operating room tech- 
nique and obstetrical nursing and 
also was giving a course for nurse 
attendants. The x-ray department 
conducted a course for x-ray tech- 
nicians, and the laboratory gave a 
course for clinical laboratory tech- 
nicians. All of these were on the 
departmental level and were com- 
pletely unrelated and independ- 
ent of each other. 

Each department head worked 
out his own curriculum. Most 
training was on the job with a 
minimum of organized classwork. 
Courses started and ended at ran- 
dom throughout the year. There 
were no organized student body, no 
formal graduation ceremonies and 
much duplication of teaching. In 
particular, such basic sciences as 
anatomy and physiology were du- 
plicated in many of these courses. 
Each course was a typical little red 
schoolhouse, not only independent 
of the little schoolhouse at the next 
crossroad in the department next 


THE DIETETICS classes for nursing attendants are held in the laboratory of Berkeley High School, two blocks from the hospital. 
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door, but practically unknown to 
it. 

To correct this condition, the 
trustees of the Herrick Foundation, 
which operates the Herrick Memo- 
rial Hospital, organized the Herrick 
School of Hospital Arts. 

The school and the Herrick Me- 
morial Hospital now are two co- 
ordinate institutions operated by 
the same governing board. The 
hospital administrator was made 
the dean of the hospital school. 
The director of nursing was re- 
lieved of her nursing duties and 
appointed fulltime director of the 
school: The chief record librarian 
became the registrar. A fulltime 
secretary was employed. 

In addition to its director and 
secretary, both working fulltime, 
the school-has one fulltime instruc- 
tor. The total monthly salary budg- 
et for these three is $800. Salaries 
of the rest of the teaching staff 
come out of the adult education 
fund of the Berkeley Board of 
Education, the co-sponsor of the 
project. Some of these teachers are 
department heads who both teach 
and put in a 40-hour work week 
on the administrative duties. Their 
regular salaries are paid by the 
hospital. Their extra work is paid 
for out of the adult educational 
fund. 

To advise in conducting the 
school, an academic advisory coun- 
cil was organized. It is similar to 
the medical advisory board which 
helps the board of trustees and the 
administrator with hospital prob- 


COMBINED class of postgraduate students 
watches a movie in the hospital classroom. 


lems. This council consists of mem- 
bers of the hospital board of trus- 
tees, the dean, director and regis- 
trar of the school, doctors and de- 
partment heads conducting the 
teaching program, and some of the 
community’s civic and educational 
leaders. 

The Herrick School of Hospital 
Arts curriculum now includes 
many courses (see inset) all of 
which have been approved or are 
waiting approval by the Veterans 
Administration under the G.I. Bill. 

Already the school has 53 stu- 
dents. Eventually we hope to bring 
the enrollment up to 100. Classes 


are held in a 17x32-foot room on 
the ground floor of the hospital. 
The hospital also provides office 
space for the school’s director and 
secretary. For our dietetics labora- 
tory work, we use the facilities of 
the Berkeley High School, two 
blocks away. 

At one end of the hospital class- 
room is a blackboard, an anatom- 
ical chart, a moving picture cam- 
era, shelves of books for refer- 
ence, a seminar table, chairs and 
a teacher’s desk. At the other end 
is a sink and bedside demonstra- 
tion equipment.: 

We have found many advantages 
in this merger of the various de- 
partmental education program. It 
has established better coordination 
among the departments which had 
been conducting isolated teaching 
programs. This in turn has elimi- 
nated wasted teaching effort. For- 
merly much of the individual on- 
the-job training was given by one 
teacher to one or two students. To- 
day, classwork takes its place. In 
a classroom the teacher can in- 
struct more efficiently. 

It became easier to hold classes 
because the merged groups were 
larger and more stimulating to the 
teachers. Many doctors who had 
been instructing interns and resi- 
dents also were willing to lecture 
to the new classes. In the basic 
sciences particularly, this system 
has avoided what once had been 
a duplication of effort. 

Another advantage is that the 
director of the new Herrick School 


THE SEMINAR for postgraduate nurses in surgery is held in the hospital classroom. The instructor discusses surgical instruments. 
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of Hospital Arts, now relieved of 


her administrative nursing duties,. 


can give full attention to the 
school, to its curriculum and to 
school development problems. 
Each week she posts organized 
time and class schedules on the 
school bulletin board. This kind 
of planning unifies both the teach- 
ing effort and the student body. 


For the first time we are organ- 
izing our classes on a quarterly 
basis, all having the same starting 
dates—February 1, May 1, August 
1 and November 1. This simplifies 
admission procedures and makes 
possible more impressive joint 
graduation ceremonies. 

Under this system a student body 
organization is possible. It provides 
social events and other extracur- 
ricular activities for all the stu- 
dents. This is a definite advantage, 
for students coming from many 
parts of the United States and Can- 
ada need outside recreational ac- 
tivities to help adjust them to their 
new surroundings. 

The student body organization 
has done much to knit the students 
into one group and has developed 
a group loyalty to the school and 
hospital. Instead of being an iso- 
lated apprentice in some hospital 
department, the student is now 
one of 53 members of the student 
body. 

Such an integrated educational 
program can be valuable to all 
teaching hospitals. Most of them 
have responded well to the chal- 
lenge to supplement their first obli- 
gation, hospital care for the pa- 
tient, with an educational program 
to train additional workers in the 
two fields of medicine and nursing. 
Yet their training of technicians, 
anesthetists, dietitians, medical 
record librarians and workers in 
other hospital fields has been more 
than casual. 

Isolated courses have been es- 
tablished in these fields at various 
institutions, mostly on the appren- 
ticeship level and unrelated to the 
other teaching courses within the 
same hospital. Much of this train- 
ing has been of the on-the-job va- 
Nety, with a minimum of didactic 
and organized class instruction. 

But the need is for a compre- 
hensive school program. This can 
only be done, we have found, by 
Merging all teaching activities. 
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A SINGLE-PACKAGE CURRICULUM 


at the Herrick Memorial Hospital School of Hospital Arts, 
Berkeley, Calif. 

THROUGH ITS SCHOOL oF HOSPITAL ARTS, the Herrick Memorial 
Hospital brings together under one authority all education programs 
which formerly operated under separate heads. This is the step that 
brings hospital education out of the little red schoolhouse era. 

In addition to the listed courses, consideration also has been given 
to internships in pharmacy and dentistry and educational programs 
in medical social work, dietetics and other hospital fields. 


Medical Postgraduate Education 

1. Medical internships approved by the Council on Medical Edu- 
cation and Hospitals of the American Medical Association. 

2. Postgraduate training for residents in surgery, also approved 
by the American Medical Association and the American Board of 
Surgery. 

3. Residency programs in process of being organized in internal 
medicine, obstetrics, pathology and psychiatry pending approval of 
the American Medical Association and the certifying boards. 

Hospital Administration 

4. Internship in hospital administration in affiliation with North- 
western University. 

Nursing Education 

5. Postgraduate curriculum in operating room technique—six- 
month course. 

6. Postgraduate curriculum in obstetrical technique—six-month 
course. 

7. A six-month postgraduate course in psychiatric nursing is being 
established in the hospital’s new neuropsychiatric unit. 

8. A 12-month course is planned for nurse anesthetists, the cur- 
riculum for which has just been approved by the American Associ- 
ation of Nurse Anesthetists. 

9. An undergraduate school of nursing has been planned but will 
not be established until there is evidence of the need for an addi- 
tional school in this field. Existing nursing schools are having great 
difficulty in enrolling adequate numbers of students. The school, for 
the present, will confine its nursing education to the postgraduate 
fields. Here there is every evidence of great demand for additional 
education on the part of the nurses already in the field. 


Hospital Technicians 

10. X-ray technicians course for two years approved by the 
Amerigan Medical Association. 

Li laboratory technicians, one-year course approved by the 
American Medical Association. 

12. Physical therapy internship program in affiliation with Stan- 
ford University and the University of California. 

13. The new occupational therapy department, soon to be opened 
in conjunction with the new neuropsychiatric unit, is planning an 
internship affiliated with the course on occupational therapy at Mills 
College. 

Medical Record Librarians 

14. A new course is being planned pending approval by the Amer- 
ican Medical Association and the American Association of Medical 
Record Librarians. 

Nursing Attendants 

15. Nine-month course conducted in cooperation with the adult 
educational program of the Berkeley Board of Education for the 
training of nursing assistants on the subprofessional level. 

















THE ROOMING-IN EXPERIMENT 
1. Plans and Problems 


HEN IT WAS DECIDED to give 

Woman’s Hospital, Detroit, a 
new 200-bed obstetric building, 
the administration wanted it to be 
adaptable to the rooming-in idea. 
This was to keep pace with the 
doctrine that rooming in can be a 
means of recapturing the well in- 
tegrated family life. This doctrine, 
now accepted by many psychia- 
trists and pediatricians, has been 
widely publicized. Thus our plans 
were influenced by what seems to 
be a rising public demand. 

In laying out the hospital, 
though, we were confronted by a 
host of problems: 

Would we require private rooms, 
two-bed rooms, and should they be 
set aside exclusively for this type 
of service? What would be the de- 
mand for these rooms and could 
they be adapted for those not de- 
siring this service? Could we hope 
to have this service given in a small 
ward of four beds where each 
mother would have her baby by 
her side? There were many other 
questions. 

Now the plans are completed. 
Though only time can give the full 
answer to some of the problems 
created by rooming in, these plans 
are the result of much investiga- 
tion. We found that rooming in in- 
volves more than just preparing 
the hospital and its nursing staff. 
The public has to be.prepared, too. 

It is an educational job. It means 


Woman’s Hospital has completed plans for 
a new building adapted to the rooming-in 
idea. Its administrator discusses all the 
problems that must be faced in planning. 


E. CHARLOTTE WADDELL, R.N. 
ADMINISTRATOR 
WOMAN'S HOSPITAL, DETROIT 


showing people that their grand- 
parents’ way of raising children is 
in keeping with the most modern 
trend in psychiatric thought. 

Three or four decades ago all 
babies were born in the home. Im- 
mediately they became a definite 
unit of family life. They fed on de- 
mand and, in the homes of those of 
limited space and income, they 
slept with the mother. 

The mother in this type of home 
with her innumerable household 
chores, had little spare time. She 
was often up and around in a day 
or two after the birth of her child. 
If there were older children in the 
home, they looked after the new 
arrival. 

When babies were expected in 
the homes of the wealthy, a private 
duty nurse was engaged months 
ahead of the date of expected birth 
(also in the home). The popular 
obstetrical nurse always was 
booked with a full calendar. 


THE PROPOSED memorial maternity unit for Woman's Hospital is adapted to rooming-in care. 
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In the poor home where such 
luxury as a special nurse could not 
be had, the midwife was engaged. 
She also had her clientele. Families 
in those days usually were large, 
and the birth of an additional baby 
was not a momentous event. 

As the industrial era burst upon 
our country, the people in rural 
areas migrated to the cities. There 
they were cramped and confined 
in overcrowded areas, and it be- 
came difficult for doctors to per- 
form deliveries in these homes. 


Open Door 


So gradually hospital doors were 
opened to the woman in labor, rich 
or poor. Among the less privileged 
families the so-called lying-in per- 
iod became a temporary release 
from daily cares. It was often the 
only vacation a tired mother got. 

It then was considered necessary 
that she stay in bed for 10 days, 
get up on the eleventh day and go 
home on the twelfth or thirteenth 
day. During her period in the hos- 
pital, the baby was brought to her 
at stated hours for nursing. She 
was not responsible for bathing the 
baby nor taking care of its toilet. 
The baby was fed and taken back 
to the nursery. If it cried, she was 
not disturbed. She was having a 
wonderful rest. 

From this accepted mode, the 
pendulum has swung back. Psy- 
chiatrists and pediatricians have 
come to the conclusion that much 
has been lost in our modern life by 
segregation of mother and child. 
The father had a lesser part even 
than the mother in getting ac- 
quainted with the newborn. 

The result was that when the 
baby was taken home no one knew 
how to adjust himself to the new 
arrival. If there already was 2 
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family of children, it only added 
to the burdens of an overworked 
mother, and in many cases, the 
new arrival was viewed with sus- 
picion by the children. 

When considering our future, we 
therefore thought it imperative 
that much thought should be given 
to this so-called new idea. We now 
wish to bring the mother and child 
together at the earliest possible 
moment. Also some way had to be 
found to bring the father into this 
close family relationship. 

After much consideration we set 
aside one floor of 24 private rooms. 
All are of uniform size. There are 
also two floors of two-bed rooms 
and one floor of four-bed wards. 
All private rooms have a shower 
and toilet accommodation. Two- 
bed rooms and four-bed wards 
have toilet, running water and 
shower accessible from both sides. 

All may be used with or without 
rooming-in arrangements. Mothers 
desiring to keep the baby in the 
room may do so. There is no spe- 
cial cubicle provided for the baby, 
as sometimes has been suggested. 
No advantage could be seen in hav- 
ing the baby separated from the 
mother in a small space apart from, 
but within the confines of the 
mother’s room. 

One can readily see the disad- 
vantage of such an arrangement. 
The mother asking for this plan 
wants to have her baby at her side. 
If it needs attention, she can take 
it up, nurse it, attend to its physi- 
cal needs under proper conditions 


—in other words, give total care. 
If the baby is apart in a cubicle 
arrangement, a nurse must be in 
attendance and the service be- 
comes too expensive. 

Two nurseries of 12 bassinets 
each are arranged on most floors 
so that babies are under the super- 
vision of the nurses’ station in 
charge of these two nurseries. 
There is also an examining room 
between. If any mother under the 
rooming-in plan does not want to 
keep the baby in her room at night, 
it can be moved to one of the 
nurseries. 


Floor Plans 


The second and third floors, un- 
like the others, are to have four 
nurseries. These floors are designed 
for four-bed wards and thus will 
need the extra capacity. The fourth 
floor is to have the semiprivate 
rooms, each equipped with a pri- 
vate bath. There also are two-bed 
rooms on the fifth floor, but, in 
addition, it contains a premature 
nursery. The sixth floor will con- 
tain the private rooms. 

On the seventh floor are to be 
the delivery, preparation and op- 
erating rooms, labor and recovery 
rooms, and facilities for the doc- 
tors, interns and nurses. All floors 
except the seventh will have a 
mothercraft instruction room, a 
waiting room, charting and ex- 
amining rooms, a suspect bedroom, 
a nurse’s locker room and other 
facilities. 

During the last two years (until 


MEMORIAL MATERNITY CENTER 


CHARLES NOBLE, ARCHITECT 


WOMAN'S HOSPITAL, DETROIT, MICHIGAN 
SIXTH FLOOR PLAN 


————— a es 


March 31, 1948) Woman’s Hospital 
has had 7,488 deliveries, but only 
21 patients desiring rooming-in 
service have been admitted. All of 
these occupied private rooms. 

We realize that in past years 
obstetrical departments have been 
under a rather inflexible routine 
and that the patients and babies 
have been regimented. It is our 
feeling that our nursing staff 
should do all it can to cooperate 
with the doctors in working for 
a closer family unit during the 
period of hospitalization. 

Yet before we can accomplish 
much, mothers and fathers must 
be instructed. It is unfortunate that 
most obstetricians have not yet 


PRIVATE room floor plans, like the others, 
leave mothers the choice of rooming-in or 
nursery care. It was considered unnecessary 
to build cubicles for babies kept in rooms. 
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joined very enthusiastically in this 
movement. If anything is to be ac- 
complished, this question of room- 
ing in and feeding on demand must 
be a cooperative effort between the 
husband and wife. The obstetrician 
is the logical person to contact 
them first. 

In order to get some clarifica- 
tion of this problem, Mary Mitch- 
ell, assistant director of nurses, a 
woman of wide experience in ob- 
stetrics, willingly undertook the 
task of exploring every angle of 
the rooming-in plan, from the 
point of view of both the hospital 
and its nurses. 

Miss Mitchell interviewed sev- 
eral husbands and wives who came 
to the hospital to discuss this plan 
with her. In all of these interviews, 
she found them very hazy as to 
just what rooming in meant. They 
had heard of the plan and in some 
cases read of it in the popular 
magazines, but that was about all. 

Miss Mitchell visited New Hav- 
en, where the plan had been car- 
ried on by the Yale School of 
Nursing. She found that the doc- 
tors in charge there discussed the 
plan with their patients during the 
months of pregnancy. On the day 
of her visit there were two mothers 
and two infants in a four-bed ward 
unit. For this group a _ trained 
nurse, four students and an addi- 
tional registered nurse for relief 
were employed. 


A Nursing Problem 


In Michigan this amount of nurs- 
ing care would be impossible. The 
number of registered nurses in the 
state is less today than before the 
war. Then there were an estimated 
3,803 staff nurses. Today hospitals 
have trouble finding enough to 
cover three eight-hour shifts a day. 

From the few rooming-in pa- 
tients we have had, we found that 
more nursing hours were required 
to give this service. Since we have 
no training school but employ only 
graduate registered nurses, we 
wonder where we are to find reg- 
istered nurses with the proper 
background for this type of service. 
It is all so different from what they 
have been taught. 

Is it desirable that one nurse 
take care of the mother and child? 
If so (and this has been recom- 
mended), nurses would require a 
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somewhat different type of train- 
ing. 

Nurses, like many other profes- 
sional people, have _ specialized. 
Some know how to care for an 
adult patient but know nothing 
about how to care for an infant. 
How can this responsibility be 
added, and how is the hospital to 
cope with confusion created when 
these new ideas are initiated? 

A limited number of the pros- 
pective fathers and mothers com- 
ing to us have accepted this method 
of care believing that it has become 
a popular one. Yet, judging from 
a study of our figures, it has not 
yet been used extensively. 

A few of the other problems we 
face are: 

When the baby does not arrive 
at the mother’s bedside within 12 
or 24 hours, because of prematur- 
ity, abnormality or stillbirth, who 
will take the responsibility of sit- 
ting down and explaining to the 
mother why she does not have her 
baby brought in? This is especially 
difficult if she has made previous 
arrangements for a rooming-in 
plan. 

How far can the tired mother, 
half asleep, be trusted to place the 
baby in the crib before she drops 
off to sleep If the baby falls, who 
is responsible for this? Can we 
justify to the patient the high cost 
of her room when she has to as- 
sume all the care of the baby? 

To what extent does this care 
really cover? If the mother has had 
her baby for two or three days and 
becomes very tired, should the 
baby be returned to the main nurs- 
ery at her request? 

A few obstetricians have pre- 
pared their patients from the first 
office visit to meet successfully the 


question of nursing, and a few- 


nurses stress breast feeding as a 
necessity. Are we going to have 
any conflict in the mind of the 
mother who cannot, for some rea- 
son or another, nurse her child? 
Breast feeding in Detroit is appal- 
lingly low. Who is to blame for 
this? : 

In two-bed rooms, when one 
rooming-in patient goes home and 
no other rooming-in patient is ad- 
mitted, who bears the extra ex- 
pense of the empty bed? What 
happens to patients who do not 
wish to follow this plan when there 


is a scarcity of beds? If the mother 
exhibits peculiarities of action, is 
the baby to be left with her? 

How can plans be made to give 
some thought to the mother who 
has her baby in the room during 
bathing, the daily rounds, medica- 
tion, enemas, afternoon and eve- 
ning care, cleaning of the room? Is 
not this constant procession of dif- 
ferent people going to bring infec- 
tion into the room? 


No Easy Way 


We think that to make a success 
of the rooming-in plan, better 
trained graduate nurses must be 
employed. That means we must 
have nurses who have had special 
training along these modern lines. 
But they are hard to find. 

The mother with her baby be- 
side her all the time has many 
questions to ask. Unfortunately 
hospitals are working at a very 
high pressure, and there is little 
time for even the fully informed 
nurses to answer all of the moth- 
er’s questions. 

The regimentation of the obstet- 
rical department in hospitals has 
been criticized severely. We are 
fully aware that there must be 
closer contact between the mother 
and her infant. 

The answer to all this is educa- 
tion. This education must be given 
to both patient and husband by ob- 
stetricians and pediatricians who 
are familiar with the procedure. 
Hospital nurses cannot undertake 
this responsibility, but they will 
gladly follow the leadership given 
by obstetricians and pediatricians. 

Before the rooming-in plan can 
become acceptable to the public, 
those most interested—the obste- 
trician, psychiatrist, pediatrician 
and nurses—must work together. 
Six postpartum days in the hospital 
(the normal time at present) give 
the best intentioned nurse little 
chance to cooperate, since the atti- 
tudes of the patient are established 
before arriving at the hospital. 

In our obstetric division, all ba- 
bies not breast fed are taken to 
their mothers and placed in her 
arms. So she at least gets the feel 
of her child. Classes are conducted 
for all mothers in their first preg- 
nancy. This is a small beginning, 
but it is encouraging and has been 
most acceptable to the mother. 
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THE ROOMING-IN EXPERIMENT 


HE DUKE HospITaL, Durham, 

N. C., now has the rooming-in 
system for infants on a permanent 
basis. After nine months of opera- 
tion, it seemed, from the admin- 
istrative point of view, to be a suc- 
cess. Harold C. Mickey, the super- 
intendent, decided to check his 
opinion with the reactions of those 
it affected the most—the doctor, 
the nurse and the patient. 

Angus McBryde, M.D., associate 
professor of pediatrics of the Duke 
University School of Medicine, ex- 
presses the doctor’s opinion. The 
nurse’s opinion is by Theresa E. 
Horton, R.N., instructor in obstet- 
rical and gynecological nursing at 
the Duke University School of 
Nursing. F. R. Porter, assistant su- 
perintendent of Duke Hospital, 
compiled the patient opinion. 


The Doctor 


FOR THE PAST NINE months we 
have used the rooming-in system 
for infants. We bathe the infant in 
oil in the delivery room and send 
him directly to the room with the 
mother. Unless there is a very def- 
inite reason, he does not go to the 
nursery. Thus there is no contact 
with other infants. 

We decided on this plan for two 
reasons: First, to prevent epidemic 
infections of the newborn; and sec- 
ond, to aid the mother in adjusting 
to the infant. 

The first reason was paramount 
in our decision. We wished to pre- 
vent epidemics of diarrhea of the 
newborn and impetigo, which had 
occurred so often in other hospi- 
tals. The rooming-in system has 
been quite effective from both 
Points of view. We have had occa- 
sional patients with impetigo but 
allowed them to continue in the 
mother’s room. The infection did 
not spread. 

Most mothers have been well 
satisfied with the rooming-in rou- 
tine though we have an occasional 
€motional mother who is unable 
to sleep with the infant in the 
toom. These mothers do very well 
under sedatives and they constitute 
less than 5 per cent of our total. 
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2. Experiences and Reactions 


Duke Hospital has roomed mothers and the 
babies together for 11 months. Here the 
doctor, nurse and patient tell how they 
think the plan has served its purpose. 


In addition, breast feeding is 
more frequent, since we allow the 
child to go on a self-regulating 
schedule. The number of telephone 
calls which the pediatrician re- 
ceives following the patient’s 
discharge from the hospital has 
decreased markedly. Our main dif- 
ficulty has been in watching those 
infants less than 48 hours old who 
have considerable mucus. This is 
the period when the mother is 
least able to care for the infant. 


The Nurse 


So FAR IN OUR rooming-in ex- 
perience, we feel we have achieved 
reasonable nursing and _ nurse 
teaching performance standards 
without too much inconvenience 
to either the nursing department 
or the school of nursing. We agree 
with the pediatricians that room- 
ing in appears to be effective from 
the point of view of both original 
objectives. 

The changeover was not entirely 
painless. Some original planning 
was necessary, and experience 
with the new plan disclosed the 
need for giving attention to over- 
come difficulties that did appear. 

Difficulties: Those requiring most 
attention are: 

Adequate observation of the 
baby during the first 24 to 48 hours. 

Coincidental nursing, treatment 
and feeding needs of the mother 
and baby leading to the possibility 
of having too many nurses, doc- 
tors and other employees seeking 
entrance to the room at the same 
time. 

The occasional apprehensive 
mother whose frequent calls for 
the floor nurse have to be relayed 
to a nursery nurse with conse- 
quent wasted steps. 

Enforcement of regulations re- 


stricting visiting privileges to the 
father and grandparents. 

The seeming need for more help 
(this turned out to be largely a 
state of mind). 

Supervision of the student nurse 
at the beginning of her nursery 
duty. 

These difficulties have gradually 
disappeared with continued educa- 
tion and planning. They do not 
present any more problems, either 
in numbers or in gravity, than we 
experienced with the central nurs- 
ery system. 

Encouragement: Other factors en- 
couraged us to continue planning 
and educating to make rooming in 
work. They are: 

Nursery duty becomes person- 
alized and satisfying as the nurse 
works more closely with the fami- 
ly unit of mother, father and in- 
fant. 

Growing confidence in the room- 
ing-in system relieves the nurse’s 
overhanging fear of nursery epi- 
demics. 

Feeding problems are recognized 
earlier and can be worked out with 
the parents while the mother and 
baby are still in the hospital. 

The mother requires less reas- 
surance about the baby’s condi- 
tion. 

Since better teaching of the par- 
ents is possible, the gap between 
hospital and home routine is nar- 
rowed. 

Better teaching opportunities 
are offered the student nurse as 
soon as the initial supervisory and 
scheduling difficulties are over- 
come. 


The Patient 


A QUESTIONNAIRE has been given 
to mothers to determine whether 
they prefer rooming in to the cen- 
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tral nursery system, what they find 
desirable about rooming in, what 
they find objectionable and what 
suggestions they have for improve- 
ment. 

So far every mother has said 
that she prefers rooming in. The 
mothers may feel some social pres- 
sure against saying that they do 
not want to have their babies with 
them. Yet they are enthusiastic 
when listing the things they like 
about rooming in. Some are even 
lyrical. The majority of the moth- 
ers find nothing objectionable to 
rooming in and offer no suggestions 
for improvement. The things they 
like about rooming in are in the 
order of those most frequently 
mentioned: 

1. The opportunity to become ac- 
quainted with the baby and to ac- 
quire confidence and knowledge in 
caring for him before going home. 


2. The joy of watching the baby 
and having him with her. 

3. Lack of apprehension in 
knowing the baby’s condition at all 
times. 

4. A closer bond, from the be- 
ginning, between mother, father 
and baby. 

5. Helps keep the mind occupied 
and off self. 

The minority, while preferring 
rooming in, still list some objec- 
tionable features: 

1. Lack of rest in first 24 to 48 
hours, the time when the mother’s 
strength is at a low ebb. This is 
due to apprehension about the 
baby and his crying. 

2. Conflicting schedules for 
mother’s and baby’s needs. 

3. Not enough visitors. 

4. Not enough responsibility in 
the care of the baby. 

5. Physical shortcomings of the 


equipment and supply planning 
for the baby in the mother’s roo:n. 
We found that mothers with the 
first baby or a baby after a long in- 
terval make almost no adverse 
comment. On the other hand, 
mothers with several young chil- 
dren at home are more critical. Ap- 
parently they feel entitled to rest. 
Some of the suggestions offered 
by the mothers have helped us in 
our efforts to improve the system. 
For example, suggestions about 
conflicting schedules, not enough 
responsibility in the care of the 
baby and incomplete planning of 
physical facilities have enabled us 
to devote more planning effort to 
these shortcomings. The result has 
been considerable improvement. 
From the standpoint of the doc- 
tor, nurse, patient and hospital we 
have found no reason for going 
back to the central nursery system. 





Gains that Stem from Guided Promotion 


T HAS BEEN SHOWN again that 

hospitals, if they are to lighten 
their financial burdens, must pre- 
sent a united front. This unity was 
the force that recently won hospi- 
tals in two states higher reim- 
bursements from state and local 
government agencies. Voluntary 
hospitals conducted these success- 
ful campaigns through their state 
hospital associations. 

Effective June 21, the hospitals 
of Massachusetts began to receive 
$8 per patient per day from the 
state for the care they give to in- 
digents. They formerly got $6. 

The hospitals of New Jersey on 
July 1 began to receive $9 a day 
for the care they give to industrial 
compensation patients. Adding to 
that an average allowance of $4.80 
for extras brings their total reim- 
bursement to $13.80 a day, only 10 
cents below the statewide average 
patient-day cost. 

The Massachusetts campaign was 
marked by a large-scale public re- 
lations effort (see “A Spotlight on 
Deficits,’ HOSPITALS, June 1948). 
Though the hospital case won 
wholehearted newspaper support, 
the campaign was not successful 
on every issue. The drive for estab- 
lishment of a purchase commission 


which would have determined re- 
imbursements on the basis of actual 
costs was sidetracked. 

Instead, a substitute bill was in- 
troduced which allowed the flat $2 
increase. An emergency preamble 
made this bill effective 10 days af- 
ter it was passed. The Massachus- 
etts Voluntary Hospital News Let- 
ter emphasized that this rate falls 
way short of the state average costs 
of $11.57 a day. It urged member 
hospitals to continue the fight for 
the purchase commission idea. 

So the drive will be continued. 
The Joint Committee for the Study 
of Hospital Costs and Finances, 
which spearheaded the Massachus- 
etts public relations drive, plans 
wide distribution for its booklet, 
“Everyone’s Business.” It describes 
in simple terms the financial di- 
lemma of the voluntary hospital. 
In the coming year it will go to 
the businessmen’s luncheon clubs 
throughout the state. This is in 
preparation for the next state legis- 
lative session. By winning solid 
public support Massachusetts hos- 
pitals expect to win a point they 
lost on June 21. 

The New Jersey hospitals won 
their increase in the state labor 
commissioner’s office. Representa- 


tives of the compensation insur- 
ance carriers in the state were 
present. Working through its 
Council on Administrative Prac- 
tice, the New Jersey Hospital As- 
sociation showed proof that hos- 
pital costs had increased 13.6 per 
cent since the last rate was estab- 
lished. The carriers, in turn, showed 
that the extras averaged $4.80 for 
each patient a day and complained 
that some of these charges seemed 
exorbitant. Though the final agree- 
ment was amicable, the associa- 
tion’s news letter Reporter ex- 
plained, it is expected that the car- 
riers soon will try to establish a 
uniform schedule for these extras. 

The Massachusetts Hospital As- 
sociation was encouraged by the 
widespread support it had won for 
the purchase commission idea. A 
Boston Globe editorial explained 
that the total income from all pa- 
tients averaged only $8.28 for each 
patient day, while the costs aver- 
aged $11.57. It showed that this 
represented a total loss of $2,478,- 
436 a year in 11 hospitals. Since 10 
per cent of the patients admitted 
to these hospitals were public-care 
patients, the low state reimburse- 
ment rate was blamed for much of 
the deficit. 
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RURAL CLINIC ORGANIZATION 


Happiness both for those who give and who receive 
medical care in this joint clinic-hospital program 


HERE ARE MANY people who are 
T not happy with the medical 
services available today. It is only 
fair to say that this unhappiness 
is found both with those who give 
the service and with those who re- 
ceive. 

At Lamont, Alta., Can., we have 
worked out a system that goes a 
long way in eliminating this un- 
happiness for both parties. This 
gain was made through close team- 
work between the Lamont Clinic 
and the Lamont General Hospital. 
It is a type of group practice clinic 
especially adapted toa rural area. 

The doctors in this clinic have 
offices in the hospital but conduct 
their business affairs independent- 
ly. They are paid a salary and a 
share of the income. 

Complaints usually heard in 
areas without a similar service fol- 
low a pattern. Those in the thinly 
populated districts complain be- 
cause often they have no doctor 
at all and they see no satisfactory 
means of getting one. Those in the 
slightly more populated areas com- 
plain that the younger doctors will 
not settle in their districts or towns 
offering little experience in the 
specialties. 

Residents of the urban areas, 
where the specialists migrate, are 
not too happy either. They com- 
plain that most of the doctors in 
the city are specialists, interested 
only in their restricted fields. They 
wish that they had more general 
practitioners. 

When the wife of an urban 
dweller develops a rather severe 
Pain in the back which seems to 
be referred’ to the front of the 
abdomen, whom shall the husband 
call? It might be the gynecologist, 
urologist, orthopedist, general sur- 
geon, neurologist, or perchance the 
dermatologist, since it might be 
herpes zoster. 


i 


This is the second of two articles that 

outline administrative organization for 

sroup practice clinics in rural areas. The 
rst, “Return to Rural Medical Care,” was 

qutten by A. G. Howell, administrator of 

ve Raiford Memorial Hospital, Farmville, 
a., for the July issue of Hospirats. 
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MORLEY A. R. YOUNG, M.D. 
’ ADMINISTRATOR 
LAMONT (ALTA., CAN.) CLINIC 


The unfortunate husband is in 
the position where he almost has 
to make a diagnosis before he 
knows what doctor to call. This ur- 
ban dweller needs the services of 
a good general practitioner first 
and foremost. This man once was 
known as the family doctor. 

The Lamont organization takes 
care of some of these complaints 
in this rather typical small rural 
town of about 700 people. It is 
about 40 miles northeast of the 
city of Edmonton. The district 
around it is one of mixed farming. 
For some years it probably has 
been the most densely populated 
rural area in western Canada. 


Wide Spread 


This fact has influenced the de- 
velopment of the various health 
services. About 15,000 rural resi- 
dents are within easy reach of this 
medical center. Many more pa- 
tients come from far outside this 
immediate area (see map). 


at 
In 1911, when immigration from 


Europe was at its peak, health fa- 
cilities in the area were few and 
far between. Dr. A. E. Archer, who 
had a medical practice here, real- 
ized this need and was instrumen- 
tal in having a small hospital con- 
structed. 

During the ensuing years Dr. 
Archer was responsible for the 
gradual development of the hospi- 
tal and the medical group which 
has become associated with it. To- 
day there is a modern hospital with 
a capacity of more than 100 beds. 
The associated medical group con- 
sists of six doctors and a graduate 
intern. There are other allied 
health services. 

The Lamont Public Hospital is 
operated under the auspices of the 
United Church of Canada. Through 
the years the local community has 
contributed a considerable sum for 
hospital purposes. Early in the his- 
tory of the enterprise it was evi- 
dent that some organized body 
would have to underwrite the ven- 
ture. The United Church has done 
this, but it could very well have 
been a municipal authority. Such 
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LAMONT CLINIC serves one of the most heavily populated rural areas in Western Canada. 
Besides the 15,000 residents living nearby, it draws patients from more distant points. 
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WHEN THE first addition was built in 1920; clinic doctors had office space in the 
hospital building. The newest extension soon will bring the total bed capacity to 100. 


a medical center as this has to de- 
velop under the auspices of the 
municipality, the state or the 
church. 

The doctors practicing here al- 
ways have been closely associated 
with the hospital. This association 
implied more than a personal in- 
terest in the hospital. It also was a 
matter of convenience to the doc- 
tors. More than 20 years ago, when 
an extension was built, the medical 
group obtained office space in the 
hospital building. The doctors of- 
fices have been in the hospital ever 
since. The medical organization 
operates under the name of the La- 
mont Clinic. 

We know that this close associ- 
ation of the hospital and the clinic 
has been mutually beneficial over 
the years. From 8 or 8:30 A.M. to 
5 or 5:30 P.M. the doctors are active 
in the hospital or are in their of- 
fices, none of which is more than 
a half minute walk from any part 
of the building. If the need arises, 
any hospital patient may be seen 
readily at any minute of the day. 
The doctor may return to his office 
with equal ease for a consultation 
or for any other work he may wish 
to do. 


Better Care 


Speaking as a medical man, I 
am sure that our patients get much 
closer supervision and better care 
because the doctors are so easily 
accessible. When no trip across 
town is involved, the doctor may 
go to the patient or the patient may 
go to the doctor with equal ease. 
The doctor-patient relationship is 
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maintained much better in this 
type of an organization than in the 
larger urban hospital where the 
doctor’s office may be many blocks 
from the hospital and he is able 
to see the patient only once every 
day or so. 

The x-ray unit also is situated 
so that it can serve easily the needs 
of both the hospital and the clinic. 
Both schedules can be dovetailed, 
thus avoiding waiting periods for 
either the patient or doctor. 

The six doctors in the clinic 
practiee together as a group. The 
business side of the practice is un- 
der the control of the executive 
of the medical group. The immedi- 
ate supervision and management of 
the business affairs is under an 
accountant. 

The business affairs of the hospi- 
tal and the clinic are entirely sep- 
arate. The clinic group rents office 
space from the hospital, and the 
hospital supplies heat, light, water 
and laundry service for office 
needs. The rental charged by the 
hospital is in keeping with that 
for similar offices in the surround- 
ing district. 

Financial arrangements within 
the clinic itself were made by mu- 
tual agreement between the vari- 
ous members of the group. These 
arrangements have to do with the 
division of the funds available af- 
ter operating expenses have been 
deducted. Salaries of the business 
and nursing staffs and costs of 
books, periodicals, office equip- 
ment, garage, telephone and other 
incidentals are paid by the clinic 
group. 


The net surplus then is divided 
among the members of the group. 
Doctors are paid a salary plus a 
percentage of the surplus. Each 
doctor receives a monthly check. 
The amount of this check depends, 
by mutual agreement, on the 
length of time, the responsibilities 
and the seniority held by the mem- 
ber in question. Three times a year 
the surplus, if any, is shared on a 
percentage basis. Here again, the 
percentage figure is determined by 
a mutual agreement and depends 
on the specific factors mentioned 
above. 

A new man is placed on a salary 
for two years. If it is mutually 
agreeable, he then may become a 
member of the clinic and as such 
enters into the same agreements 
as do the other doctors. 

The question of bills receivable 
in the form of book accounts posed 
a problem, but it has been agreed 
that in the event of death or with- 
drawal a nominal sum will be 
accepted in settlement for that doc- 
tor’s interest in the book accounts. 
These arrangements naturally 
have the approval of the income 
tax authorities. 


In Specialty 

Each of the doctors concerned is 
interested primarily in one phase 
of medicine. This may be surgery, 
internal medicine, obstetrics, radi- 
ology or other specialties. These 
men either are registered or are 
in the process of getting their reg- 
istrations as recognized specialists 
in the particular field in which they 
are interested. 

About 75 per cent of the work 
by. any one man is in his specialty. 
Yet he still is not averse to acting 
as a general practitioner when the 
need arises, helping to take care 
of the general run of the office 
practice. 

A patient admitted to the hospi- 
tal is the responsibility of the man 
who admits him. The doctor’s in- 
terest in this patient is maintained 
so long as treatment is being car- 
ried out. 

With the close association of the 
various medical men, frequent con- 
sultations are readily available— 
with no added expense to the pa- 
tient. The ease of these consulta- 
tions benefits doctors and patients 
alike. 

Twice a week the whole medical 
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staff makes complete rounds. The 
group considers each case in the 
hospital in accordance with its 
need. In the absence of any of the 
doctors, any one member of the 
clinic feels free to examine or or- 
der for this doctor’s patients. In 
this way the patient knows that 
he always is under medical super- 
vision and that he will receive the 
benefits of more than one man’s 
opinion. Patients frequently have 
said that this gives them a feeling 
of security. 

Since members of the clinic are 
the only medical men within easy 
access to the hospital, the hospital 
actually has a closed staff. A stand- 
ard of quality and uniformity of 
treatment thus is maintained eas- 
ily. 

Nursing Dividends 

There is: still another benefit 
from this clinic-hospital associa- 
tion. It involves our nursing staff. 
From time to time we get com- 
pliments about the efficiency and 
thoughtfulness of our _ nurses. 
Without detracting in any way 
from the good work done by the 
training school, I believe that the 
presence of the entire medical 
staff in the building has a tonic 
effect on the standards of care 
given by nurses. 

Like any other office practice, 
the clinic holds its regular office 
hours each afternoon. Admission 
of patients from the clinic to the 
hospital is not complicated. 

The nature of our practice here 
results in about one patient in 
every four being admitted to the 
hospital for further study and 
treatment. Again when the patient 
has completed his hospital stay, 
he very readily may visit the doc- 
tor’s office for final examination 
and instruction before he returns 
to his home. 

There is one valid criticism 
which has been made of this type 
of medical practice. Very few pa= 
tients are seen in their homes. 
There is no doubt that the patient’s 
needs can be assessed more com- 
pletely and accurately when he is 
in his ordinary surroundings. This 
is impossible in a rural area. The 
Process is too time consuming and 
the type of examination and treat- 
ment very limited. 

We feel that part of this need is 
overcome by the close cooperation 
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with the health unit. More than 
10 years ago the offices of a full- 
time health unit were opened in 
our building. The staff is interested 
primarily in the preventive side 
of medical practice. The health 
unit was opened and is under the 
supervision of the Alberta Depart- 
ment of Public Health. Over the 
years we have been very pleased 
with this close association of the 
preventive and curative aspects of 
medicine. 

The war interrupted the smooth 
working of this setup, but today 
the unit is again in operation. Pa- 
tients can be referred from the 
clinic to the health unit with ease. 
Also, any patient coming to the 
health unit can be referred to the 
clinic if active treatment is needed. 
All inoculations, vaccinations, 
school examinations, home visits 
and inspections are carried out by 
the health unit. 

Closely associated with the clin- 
ic, but not actually a member of it, 
is a dentist. Patients are referred 
back and forth between the dentist 
and the clinic. Dental patients 
needing hospitalization are readily 
attended to, and the anesthetist or 


X-ray services are at the disposal 
of the dentist when needed. 

Heads of the medical and nurs- 
ing services of the health unit to- 
gether with the dentist attend all 
staff meetings of the hospital. Thus 
a unity of interest is maintained. 

It is true that sparsely settled 
areas could not maintain such an 
organization as ours, but our effort 
still is a step towards needed de- 
centralization of medical services. 
The present tendency to centralize 
may result in a more scientific 
practice, but it does not give ade- 
quate medical services to the out- 
lying or rural areas. 

The work here is such that the 
doctors are happy to be associated 
with one another in practice. It is 
much more interesting and stimu- 
lating than when one man is work- 
ing alone. The needs of a patient 
are met much more adequately 
than they could be met in a rural 
area by any other means, and the 
remuneration of the doctor is ade- 
quate. 

We have the feeling that units 
can be established at many points 
over this continent, to the mutual 
benefit of both doctor and patient. 





ONE FOR THE RECORD 


Patient Unsuited 


N THE SEMIPRIVATE WARD of the Saskatoon City (Sask., Can.) Hospital, 

we had two patients whose names were almost the same. For the sake 

of the story, they will be called John P. and John Q. Doe. John P. Doe was 
very ill. He died shortly after being transferred to the critical room. 

John,Q. Doe was well and ready to be discharged the following day. 
But no one was able to find his clothes. The administrator was called in. 
The healthy John Q. was anxious to get out of bed and could not be 
quieted easily. After telling the patient he would have his clothes in a 
jiffy, the administrator rushed to the telephone. 

A careless employee in the hospital clothes room had mixed up the 
names. John Q. Doe’s clothing had been sent to the undertaker; he prom- 
ised to return them immediately. 

As soon as the clothes arrived, neatly packaged, the administrator 
tucked the box under his arm and headed for John Q. Doe’s room. He 
wanted to deliver them personally. 

Before he got to John Q.’s door, something made him stop and look at 
the clothes. It was well that he did. The undertaker, in preparation, had 
slit the coat, the shirt and even the loop of the tied necktie. So instead of 
entering John Q. Doe’s room, the administrator went downstairs to de- 
posit the worthless garments in the incinerator. , 

The puzzled John Q. Doe stayed in bed a little longer while the hospital 
dispatched a man to buy him a new sujf, shirt and tie—-LEONARD P. Goupy. 


Any good anecdote is one for the record. Share yours by sending it to “One 
for the Record,” editorial department of HospiTAts, 18 E. Division Street, Chi- 
cago 10. ; 
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HONORS FOR SERVICE 


For outstanding contributions to the 
hospital and health fields, plaques 


will be awarded to nine foundations 


made outstanding contribu- 
tions to the hospital and health 
fields will be honored at the As- 
sociation’s fiftieth convention, Sep- 
tember 20-23 at Atlantic City. Each 
foundation will receive a bronze 
plaque during the Tuesday evening 
honor night program. The selec- 
tions were made by the Associa- 
tion’s Committee on Convention 
Program Planning from a list of 
more than a hundred eligible or- 
ganizations. The committee choices 
were confirmed by the Board of 
Trustees at its June meeting. 

Selected to receive the plaques 
are the Carnegie Corporation of 
New .York, the Commonwealth 
Fund, the Duke Endowment, W. K. 
Kellogg Foundation, John and 
Mary R. Markle Foundation, the 
Rockefeller Foundation, Milbank 
Memorial Fund, M. D. Anderson 
Foundation and Children’s Fund 
of Michigan. 

In the brief resume below, the 
foundations’ direct and indirect 
hospital and health field programs 
which were the basis for the com- 
mittee decisions are listed. 

Carnegie: Established in 1911 by 
Andrew Carnegie, the foundation 
grants funds for promotion, ad- 
vancement and diffusion of know- 
ledge. Its aid goes to technical 
schools, institutions of higher 
learning, libraries, scientific re- 
search and useful publications. Its 
program includes whole or partial 
support of specific projects and is 
carefully planned to support pro- 
jects that give promise of new 
knowledge through research. 

Commonwealth: Mrs. Stephen V. 
Harkness and Edward S. Harkness 
endowed the fund in 1918. Its 
grants are used to promote and 
maintain health through medical 
research and medical education. 
It also is active in advancement of 
public health and hospital services 
in rural districts and in mental 
health services aid. The fund pub- 


. FOUNDATIONS that have 
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lishes books growing out of or fur- 
thering its supported activities. The 
report of the Commission on Hos- 
pital Care, for example, is a Com- 
monwealth publication. 

Duke: James B. Duke, in 1924, 
established the foundation bearing 
his name. It was created to pro- 
mote the needs of mankind along 
physical, mental and spiritual lines. 
Duke University with its medical 
school and hospital is a foundation 
beneficiary. A specific percentage 
of its funds are used to maintain 
hospitals and to promote efficient 
hospital administration. 

Kellogg: The advancement of 
health, education and the well-be- 
ing of children is the broad pur- 
pose for which Kellogg funds are 
used. The present program in- 
cludes national and international 
health promotion activities, fel- 
lowship grants, activities in medi- 
cine, education, nursing, public 
health and hospital administration 
with particular emphasis on uni- 
versity courses in hospital admin- 
istration. 

The foundation, established in 








THE AWARD 


The nine foundations to be 
honored for their contribu- 
tions to the hospital and 
health field will be presented 
bronze plaques inscribed with 
this commendation: 

“For outstanding contribu- 
tions to the health and wel- 
fare of the American people, 
the officers, trustees and 
members of the American 
Hospital Association hereby 
honor the (name of founda- 
tion) on the occasion of the 
fiftieth anniversary of the 
American Hospital Associa- 
tion, Atlantic City, New Jer- 
sey, September 21, 1948.” 




















1930 by W. K. Kellogg, also ad- 
ministers the Michigan Community 
Health Project. The foundation 
participated in the work of the 
Joint Commission on Education 
and the Commission on Hospital 
Care, two independent commis- 
sions initiated by the American 
Hospital Association for research 
in hospital service programs and 
administrative education. 

Markle: Grants from this founda- 
tion, established in 1927, go for 
specific research in the medical 
sciences. Tropical medicine re- 
search has been given considerable 
support. John Markle was founder. 


Rockefeller: Among the projects 
supported are work in _ public 
health, medical sciences, natural 
sciences and social sciences. The 
foundation grants funds for re- 
search, demonstrations and special 
services inthe field of public 
health. The foundation is not gen- 
erally considered an _ operating 
foundation but confines its activ- 
ities primarily to the support of 
other agencies or to training. John 
D. Rockefeller endowed the foun- 
dation in 1913. 

Children's: Created for the chil- 
dren of Michigan and elsewhere 
in the world, this fund grants aid 
for child health work, child guid- 
ance, medical research and child 
dependency. It was established in 
1929 by James Couzens. 

Milbank: Created in 1905 by Mrs. 
Elizabeth Milbank Anderson, the 
foundation’s grants are used pri- 
marily for preventive activities in 
public health and medicine, educa- 
tion, social welfare and research. 
Aid also is given for the improve- 
ment of administrative procedures 
in public health. It is particularly 
interested in public health aspects 
and research problems in nutri- 
tion. 

Anderson: The newest foundation 
in the group was established by 
M. D. Anderson in 1936. Projects 
supported include improvement of 
working conditions, especially 
those of particular classes of un- 
skilled, skilled and agricultural 
workers. It establishes, supports 
and maintains hospitals, homes and 
institutions for the care of the 
sick, aged, young, incompetent and 
helpless. The foundation is active 
in the health field and in promotion 
of health, science and education. 
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GENERAL PRACTITIONERS ALSO 


A Place on the Staff for Family Physicians 


N THIS COUNTRY the general 
I practitioner performs 40 per 
cent of all the surgery, 50 per cent 
of all the maternity work and 85 to 
90 per cent of all the routine medi- 
cal treatment. Yet often he is dis- 
criminated against when hospitals’ 
staff appointments are made. 

This leads to an enmity that fos- 
ters socialization of medicine. By 
giving special privileges to special- 
ists on no other basis than specialty 
board certification, many large 
hospitals discourage competition. 
The abilities, experience and train- 
ing of general practitioners are 
not being used to full advantage. 
We must find some way of inte- 
grating these doctors into a hospi- 
tal’s medical staff organization. 

The plan proposed here is 
flexible and practical. It does not 
require radical amendment of ex- 
isting hospital medical staff or- 
ganization. Its achievement should 
be all the easier because the prin- 
ciple of a section on general prac- 
tice for the hospital staff organiza- 
tion has been endorsed by leaders 
of organized medicine. 

The basis for the plan is giving 

Adapted from a paper by Dr. Davis given 


at the Tri-State Hospital Assembly at Chi- 
cago, May 3-5. 


PAUL A. DAVIS, M.D. 
PRESIDENT 
AMERICAN ACADEMY OF GENERAL PRACTICE 


the general practitioners full divi- 
sional status in the hospital’s staff 
organization (see organizational 
plan). Like the specialists in medi- 
cine, surgery and obstetrics and 
gynecology, they have their divi- 
sional and sectional chiefs, duly 
elected for a one-year term. 

The staff executive committee of 
eight is composed of staff officers 
and division chiefs, one of them 
from the division on general prac- 
tice. Chiefs of ‘each division are 
elected by the division groups as 
their representatives on the execu- 
tive committee. 

The staff executive committee 
conducts all staff business, and the 
division chiefs conduct all business 
meetings of their divisions or sec- 
tions. The chairmen of sections 
handle all scientific and monthly 
meetings, and lead the discussions 
on deaths which occur within their 
sections. 

All doctors are rated as senior, 
junior or courtesy members, with 
major or minor privileges to be 
determined by the staff executive 
committee. Seniors and juniors 


have equal vote, but only seniors 
can hold office. 

A senior in the division of gen- 
eral practice is a doctor who has 
been in practice 10 years and has 
shown, by his training, work and 
conduct, that he is qualified to be- 
come a senior. Depending on the 
extent of his experience, he is 
privileged to do limited major sur- 
gery and obstetrics. 

The requirements for full sur- 
gical and obstetrical privileges are: 

1. Five years in general prac- 
tice of medicine and surgery. 

2. One year rotating internship. 

3. A record of progressiveness 
and attendance at postgraduate 
clinics, lectures, meetings, and aca- 
demic postgraduate training. 

4. For major surgical privileges 
and obstetrics, -he must submit 
evidence of special training in sur- 
gery and obstetrics, and must have 
performed 50 major operations or 
deliveries under supervision. Of 
these 50 cases, not more than 10 
can be of any one type, except in 
obstetrics. 

Senior men are recognized as 
having good clinical and technical 
judgment and skill and will not 
attempt any unfamiliar procedures. 

A junior in the department of 
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general practice is one who has 
been in general practice of medi- 
cine and surgery less than 10 but 
more than three years and whose 
training and work do not meet the 
requirements for a senior as set 
down by his department. Yet his 
work, attendance at postgraduate 
clinics, scientific meetings and as- 
sociation with senior men qualifies 
him for a vote. 

Any person doing general prac- 
tice of medicine and surgery who is 
qualified by training and experi- 
ence is eligible for staff appoint- 
ment on any service in which he 
can qualify. He may hold dual ap- 
pointments. 

In organizing a general prac- 
tice section, there are three classes 
of practitioners who may desire 
major surgical privileges: 

CLass 1: Internship plus assist- 
ant to a surgeon for four years; 
submit evidence and records of 50 
cases operated, not more than five 
of any one type. 

Cass 2: Internship plus resi- 
dency; five years or more in prac- 
tice; submit evidence and records 
of 50 cases, not more than five of 
any one type. 

Cass 3: Internship only; five 
or more years in practice; submit 
evidence of special training in sur- 


gery or obstetrics and records of 
50 cases operated, not more than 
five of any one type. 

For obstetrical (full) privileges, 
requirements are as in class 3. 

There are exceptions to all rules, 
and privileges may be granted 
where the chief of the division 
recommends that records and ex- 
periences submitted are sufficient 
to qualify, and where the individ- 
ual has been doing major surgery 
and obstetrics for period of years. 


Cooperation 


It should be a part of the sec- 
tion’s by-laws that all staff mem- 
bers cooperate with all other staff 
members and ask for consultations 
when deemed necessary. 

After organization is complete, 
all members of the staff of the sec- 
tion on general practice are re- 
quired to have at least 75 per cent 
attendance at all conferences, sec- 
tion meetings and general staff 
meetings. They must agree to in- 
struct the interns and residents on 
medical economics and other topics 
in order to prepare them for prac- 
tice. The chief and the chairman 
of the section must formulate and 
establish an educational program 
similar to all other ‘sections. 

This skeleton organization will 


vary with the conditions affecting 
different communities. But if all 
hospitals would follow the broad 
principle of staff integration, the 
status of the general practitioner 
would be much enhanced and the 
ill feeling common in so many hos- 
pitals would be dispelled. 

This broad principle has been 
supported frequently by the Amer- 
ican Medical Association. It gave 
staff integration real impetus when 
it established its own section on 
general practice.. Later, members 
of this section sponsored an inde- 
pendent organization to protect and 
preserve the rights, encourage the 
advancement and give postgradu- 
ate instruction to the general prac- 
titioner. 

This organization was called the 
American Academy of General 
Practice. It has had a phenomenal 
growth. Within the next two years 
it should be the country’s second 
largest medical organization. 

By so organizing, this heretofore 
neglected group of doctors has 
won back much of the recognition 
it had lost. Yet there still remain 
many hospitals with no staff posi- 
tion open to the general practi- 
tioner. The result is dissatisfaction 
and lack of cooperation between 
the general man and the specialist. 
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The Supporting Reports and Documents 





A resolution adopted by the House of Delegates of 
the American Medical Association in 1946: 


“Resolved, that hospitals should be encouraged to 
establish general practitioner services. Appointments 
to a general practice section shall be made by the 
hospital authorities on the merits and training of the 
physician. Such a general practice section shall not 
per se prevent approval of a hospital for the training 
of interns and for residencies. 

“The criterion of whether a physician may be a 
member of a hospital staff shall not be dependent 
on certification by the various specialty boards or 
membership in special societies.” 


wk 


A report of the Council on Medical Education and 
Hospitals of the American Medical Association: 


“It was never intended that staff appointments in 
hospitals generally, or even in hospitals approved 
for residencies, should be limited to board-certified 
physicians as is now the policy in some hospitals. 
Such policies, if practiced extensively, are detrimental 
to the health of the people, and therefore to American 


medicine. Hospital staff appointments should depend 
on the qualifications of physicians to render proper 
care to hospitalized patients as judged by the profes- 
sional staff of the hospital and not on certification or 
special society memberships. In this opinion, the coun- 
cil has the full concurrence of the Advisory Board 
for Medical Specialties.’ 


xk 


A resolution adopted concurrently by the American 
Board of Surgery and the Advisory Board of Medical 
Specialties: 


“The American Board of Surgery is not concerned 
with measures that might gain special privileges or 
recognition for its certificants in the practice of sur- 
gery. It is neither the intent nor has it been the 
purpose of the Board of Surgery to define require- 
ments for membership on the staff of hospitals. The 
prime object of the board is to pass judgment on the 
education and training of broadly competent and 
responsible surgeons—not who shall or shall not per- 
form surgical operations. The board specifically dis- 
claims interestin or recognition of differential emolu- 
ments that may be based on certification.” 


> onal 





54 


HOSPITALS 





GEISINGER COURT expenses will be kept down through the use of hospital utilities and maintenance. Already completed are seven 
four-room units, and six more now are under construction. This picture was taken from the roof of one of the hospital's buildings. 


HOUSES FOR THE HOUSE STAFF 


ANVILLE, PENNSYLVANIA, is af- 
D flicted with a typical Ameri- 
can problem, the housing shortage, 
and the George F. Geisinger Me- 
morial Hospital, located there, has 
been caught in the pinch. The hos- 
pital conducts a rather large-scale 
postgraduate medical educational 
program. Its current quota is 17 
residents and 10 interns. Since 
most of the resident appointees to- 
day are married men with children, 
they have definite housing require- 
ments. These simply were not be- 
ing met by the facilities available 
in a town of 7,000. 


We felt we had to do something. 
To be sure, the hospital makes no 
commitments regarding living fa- 
cilities for married resident staff 
members. Experience has shown, 
however, that this kind of assist- 
ance pays handsomely in terms of 
better work turned out by men 
who, with their wives and children, 
are happily and comfortably situ- 
ated. 

The answer to the problem at 
Geisinger Memorial Hospital has 
been found in the form of a hous- 
ing development of seven homes, 
with six more units currently un- 
der construction. We call this de- 
velopment “Geisinger Court”. 


_ 
Mr. Wilson had been, up until July 1 of 


itis year, the administrator of the George 
- Geisinger Memorial Hospital. 
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At the outset, two units were put 
up as an experiment to determine 
costs of construction. Once it was 
found that costs were. not exorbi- 
tant, the other five were completed 
in accordance with the plan. 

Four-room houses (living room, 
two bedrooms, kitchen and bath), 
24x32 feet, were chosen as most 
practical because of such factors as 
rental scales and size of average 
families. The so-called shells of 
the houses were prefabricated in 
sections by a plant in a near-by 
city. The units were delivered by 
truck and assembled in two to 
three days by an erecting crew. 


Slowed Down 


Foundations, of course, had to be 
constructed in advance and accord- 
ing to specifications. Construction 
proceeded more slowly from that 
point, and the scarcity of some ma- 
terials and equipment contributed 
toward making an average comple- 
tion time for each unit of about 
one month. 

All utilities — water, sewer, 
steam for heating, electricity and 
telephone—were furnished from 
the main hospital sources by means 


of trenching, thereby keeping ev- 
erything underground. With very 
little outside assistance, the hospi- 
tal’s fulltime corps of mechanics 
did all the plumbing, steam fitting, 
electrical work and painting. The 
only extensive extra labor involved 
was done by the erecting crew and 
carpenters. 

The entire area has been land- 
scaped attractively and enclosed 
with a picket fence. Adequate 
playground facilities for children 
are included within the area. 

Costs were kept at a minimum 
because of the availability of ample 
land and the use, wherever possi- 
ble, of the hospital’s fulltime labor 
force. Upkeep costs will be kept 
down through use of the hospital’s 
central maintenance facilities and 
utilities. Rentals are set at a level 
which will permit amortization of 
the investment within 12 or 13 
years. 

The rental rates depend on 
whether or not the unit is fur- 
nished. They are in line with those 
charged in this locality for similar 
accommodations. All houses are 
equipped with electric stoves, re- 
frigerators and hot water heaters. 
Four of the units are completely 
furnished. 

With a limited number of houses 
available, it soon became apparent 
that there would have to be some 
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scheme for equitable assignment. 
It was the only way the adminis- 
trator could avoid losing a dozen 
friends from among the unsuccess- 
ful applicants every time a family 
moved into one of the units. So, 
in conjunction with the staff com- 
mittee on interns and residents, 
certain rules of eligibility and pri- 
ority were drawn up. Under the 
present scheme, preference is giv- 
en to residents, with top priority 
accorded those assigned to services 
such as obstetrics, surgery and sur- 
gical specialties having the most 
night calls. Once the needs of all 
married residents are filled (and 
this has not yet been accom- 
plished), married interns and their 
families will be eligible. 


More Demand 


In Danville there is no fear of 
the time when the majority of 
resident staff men again may be 
unmarried. The houses can be con- 
verted readily into units suitable 
for renting to graduate nurses, 
technicians, dietitians and others 
who now must seek their own 
quarters in town. 

Other sources of housing demand 
are the relatives of patients who 
wish to stay near the hospital. The 
facilities sometimes may be need- 
ed by the patients themselves when 
they have come from some distance 
and can be handled as outpatients. 
Our housing project apparently 
never will become a white elephant 
in spite of the current rather high 
cost of construction. The backlog 
of demand is too great. 

Financing was done from the 
trust funds of the hospital, and the 
investment return from the project 
is entirely satisfactory. Undoubt- 
edly there are additional satisfac- 
tory means of financing such a de- 
velopment. The intangible return 
on the investment, in terms of bet- 
ter work done by happily situated 
resident staff men, is incalculable 
and the effect on morale is excel- 
lent. 

So without assuming a financial 
burden, we have been able to do 
our resident a real favor. 

Given adequate space and a 
means of financing, a real estate 
venture of this type will not only 
fulfill a crying need for housing 
but it also will constitute an excel- 
lent investment. 
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By Working Together — 


JAMES E. WERLE 


SUPERINTENDENT 
MEADVILLE (PA.) CITY HOSPITAL 


RECENT FUND-RAISING drive 
A conducted by two hospitals in 
Meadville, Pa., has shown the value 
of submerging separate interests 
for common benefits. The aim of 
their united hospital fund cam- 
paign was $950,000. Yet this small 
industrial city of 27,000 already 
has subscribed $1,101,162.89. Ad- 
ditional subscriptions soon to be 
received will send the total even 
higher. - 

A year ago, when both of the 
city’s hospitals—Spencer Hospital 
and Meadville City Hospital — 
found themselves confronted with 
large scale replacement and ex- 
pansion programs, their boards 
were quick to perceive the folly of 
undertaking individual campaigns, 
one after the other. 

There followed months of inten- 
sive study and planning to coor- 
dinate improvement programs, 
eliminate unnecessary duplication 
of specialized facilities, and pre- 
pare arrangements for a joint cam- 
paign. A policy committee of rep- 
resentatives from the two hospitals 
developed campaign details. 

The immediate objective was 80 
additional beds and extensive im- 
provements in the emergency, spe- 
cialized and service departments 
by construction of new wings at 
both hospitals. Also included in 
the expansion plans was a nurses’ 
home for Meadville City Hospital. 
The over-subscription will guar- 
antee this construction and permit 
even more extensive enlargement 
and modernization of facilities in 
both hospitals. 

Early in the planning, the serv- 
ices of a professional fund-raising 
organization were engaged. The 
entire campaign was under its di- 
rection. A four-man staff was on 
the job for about three months 
during the intensive phase. Actual 
solicitation, including advanced 
gifts, covered only 32 days. 

During the preliminary period 
the local newspapers cooperated 
fully. They endorsed the hospitals’ 


united appeal and followed that up 
with plenty of publicity. Meadville 
industrial management, long har- 
assed by successive and often dup- 
licating campaigns, greeted an- 
nouncement of the cooperative 
effort with enthusiasm. They gave 
us valuable support. 

Much time and effort was put 
into the task of bringing labor and 
management together. This made it 
possible to solicit working people 
at their places of employment and 
get approval for a payroll deduc- 
tion plan. 

Because of the united appeal, 
special emphasis was placed on get- 
ting a large number of individual 
contributions. The results were 
stimulating to the entire campaign 
organization. The general accep- 
tance of the campaign was reflected 
in the 11,055 separate subscrip- 
tions. 

Employees compiled a_ high 
standard of giving. One firm of 
2,401 employees subscribed $100,- 
000 for an average of $45.78 for 
each worker. Another company 
with 159 employees _ subscribed 
$7,432.50, an average of $46.94 for 
each employee. 

The largest industrial gift of the 
campaign was $160,000 given by 
the town’s major manufacturing 
concern. This subscription was 
made through a contingent ar- 
rangement. The corporation had 
agreed to add 20 per cent to every 
dollar obtained from other sources. 
Executives of that company sub- 
scribed an additional $48,000. 

More than 450 volunteer work- 
ers participated in the campaign. 
It was conducted throughout Mead- 
ville and 15 smaller communities 
served by the two hospitals. 

At the conclusion of the joint 
fund-raising effort, local newspa- 
pers praised the boards of the two 
hospitals for their vision in spon- 
soring the campaign together. The 
editor said that the hospital cam- 
paign, which grew out of a study 
of the total community needs, 
served as a splendid example of 
playing the community’s welfare 
above the self-interest of any in- 
stitution or individual. 











HOSPITALS 





THE MOVING of patients was the pivotal point around which all other plans were formed. 


MOVING DAY 


URING THE EASTER weekend at 
the end of March, Hartford 
Hospital moved its patients from 
its rambling old building (one dat- 
ing back to 1860) to its new 16- 
story structure. The new building 
had just been completed after two 
and one-half years of construction. 
Our moving period was the cli- 
max of many weeks of planning by 
the hospital management. staff. 
This planning had its reward in an 
efficient and economicai operation. 
Without the carefully arranged 
time schedule and abundant volun- 
tary help enlisted from the com- 
munity, the result easily might 
have been bedlam. 

The operation was simplified 
further because there was a pass- 
ageway connecting the old and the 
new buildings. This enabled us to 
move all patients in their beds 
without ambulance service. 

The moving of the patients was 
for a practical reason the pivotal 
point around which all other plans 
were formed. A lack of nurses pre- 
vented the opening of the new hos- 
pital to admissions while patients 
still remained to be discharged 
from the old. In other words, there 
could be no duplication. Opera- 
tions had to stop in the old build- 
ings at one given moment and start 
in the new building at the next 
moment, 

The choice of the Easter week- 
end was a strategic one. First, be- 
Cause of the Good Friday holiday 
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BUSINESS MANAGER 
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in Connecticut, more volunteers 
were able to assist. Second, the 
weekend is customarily one of a 
low census. Exclusive of maternity 
patients (they will continue to oc- 
cupy a modern building which was 
completed in 1942, and which 
forms one wing of the new build- 
ing), the average census had been 
507. The census on Easter weekend 
was down to 386 patients. We 
moved not only these patients but 
also 240 unoccupied beds and all 
bedside equipment. 


Recruiting 


One of the first things to be de- 
termined was the amount of mov- 
ing that could be done by the hos- 
pital’s own staff while still contin- 
uing its normal operations and the 
amount of help that would have 
to be recruited from the commun- 
ity. As soon as these figures were 
decided upon, the following steps 
were taken: 

1. A committee was appointed to 
line up volunteer help from the 
large group of medical aides and 
women volunteers who had served 
so faithfully during the war emer- 
gency. 

2. Another committee was 
named to recruit manpower from 
service organizations, insurance 
men’s clubs, the American Legion, 


fire department, police department 
and other groups 

3. A third committee had for its 
aim the securing of trucks and 
heavy duty manpower from mem- 
bers of the Hartford County Manu- 
facturers Association for moving 
material from the main storeroom 
and from the medical records de- 
partment. 

More than 270. medical record 
files, weighing approximately 250 
pounds each, were moved from a 
basement into the new medical 
stacks comprising three floors. This 
was all done with volunteer labor 
and was scheduled for four days. 
The method of moving and the 
plan worked so well that the actual 
moving of this department was 
done in two days. 

The response to the work of the 
other committees was just as grat- 
ifying. In fact, it was impossible to 
make use of all the people who 
volunteered to help. 

Every group was given definite 
assignments, along with hours to 
report, and the work was divided 
so that this outside help could be 
used in four-hour shifts. We be- 
lieve that the large response to the 
appeal was due partly to the fact 
that a whole day of a volunteer’s 
time was not demanded. 

In addition to our own 1,400 
employees, the community fur- 
nished over 700 volunteers. A week 
of “open house” was held prior to 
the move. Thus a large part of the 
community was able to participate 
in this hospital activity. By creat- 
ing a new high in interest, this 
fostered good public relations. 

Headquarters were established 
in the old hospital. It was the re- 
porting center for all outside vol- 
unteers. These groups were briefed 
by former medical aides who were 
acquainted with the techniques of 
moving patients and with the 
physical setup. 

Trial runs were made from one 
place to another with empty beds 
and equipment so that each move- 
ment could be scheduled according 
to the speed of the elevators and 
the distances to be traveled. Medi- 
cal teams of residents and interns 
were organized to handle critical 
patients and others who might be 
disturbed during the move. Along 
the route, first aid stations were 
set up. These were staffed by nurs- 
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es and doctors qualified to handle 
any emergency incidents. 

With these plans made and the 
manpower recruited, attention was 
turned to the moving of service 
departments. These were moved by 
the hospital employees prior to 
the patient move. 

To complete the plan it was nec- 
essary to set a deadline for admis- 
sions, discharges, accident room 
cases, operations and x-rays in the 
old hospital and, on reaching the 
deadline, to begin these services 
in the new building. A sufficient 
crew was set up for one pilot unit 
in the new hospital at the time 
admissions were being stopped in 
the old. This unit consisted of vol- 
unteers among graduate nurses 
who no longer were practicing 
their profession. 

Coincident with the establish- 
ment of this unit, the accident 
room and admitting office were 
closed in the old building and 
opened in the new. The hour set 
for this was 7 P.M., the night pre- 
vious to the moving of the first 
patient on Good Friday morning. 
Meanwhile, information on this 
deadline date and hour had been 
given to all newspapers and radio 
stations, the fire and police de- 
partments, ambulance _ services, 
florists, undertakers, and others 
affected by the change. 

Operating rooms and the x-ray 
department continued in use in the 








old hospital during the first day 
of the patient transfer. They were 
moved the second day without any 
interruption of service. Likewise, 
the medical records department 
was moved along with the patients. 
The actual moving of the patients 
was supervised by volunteer medi- 
cal aides and women volunteers, 
and other labor furnished by the 
community. Most service depart- 
ments, such as main kitchen, cafe- 
terias, business office, accident 
room, admitting offices and credit 
department were. moved by the 
hospital’s own manpower. 


Tagged 

Each night preceding the moving 
days, a census was taken of the 
patients to be moved the follow- 
ing day. These patients were then 
assigned to their new locations. 
Shipping tags on which was writ- 
ten the necessary information were 
prepared and attached to each pa- 
tient bed and to bedside equip- 
ment to be moved the next day. 

Two men were assigned to each 
bed, and two others to the moving 
of the bedside equipment. Dollies, 
trucks and moving equipment were 
furnished by local manufacturers 
and insurance companies. Each 
ward or floor unit was scheduled 
for moving in such a way that it 
would be completed between 
meals. Medicine closets and pa- 
tients’ charts were handled by the 








nursing department and moved 
with the unit. 

Schedules of the moving were 
prepared, each step in chronologi- 
cal order, and these were distribut- 
ed to all department heads in ad- 
vance. From this master plan, ad- 
ditional chronological details were 
prepared. They varied with each 
department. 

As it happened, the entire mov- 
ing ran ahead of schedule. In spite 
of this, it was decided that to avoid 
confusion it would be wise to ad- 
here to the master plan. This 
proved helpful in the long run, 
since it allowed time for a “shake- 
down” after each move. 

This operation may seem simple 
in retrospect, but this was only be- 
cause we had a good master plan 
with details that were worked out 
carefully ahead of time. The co- 
operation of all employees, togeth- 
er with the assistance from the 
community, made the plan run 
smoothly, without mishap. There 
were many sighs of relief, never- 
theless, when the last patient was 
rolled over late Easter Sunday. 

The entire move was accom- 
plished without employing any 
outside labor. Thus our total cost 
for the moving operation involved 
only a small amount of overtime 
payment to some 150 of our regu- 
lar hourly-rate employees. All oth- 
er employees working overtime 
donated their services. 
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NOSOLOGY—FOR ADMINISTRATORS 


Why Disease Classification Is a Hospital Problem 


HILE THE HOSPITAL adminis- 

trator’s primary function is 
to see that provision is made for 
adequate facilities and techniques 
for diagnosing and treating the 
sick, his responsibility is being ex- 
tended. With the advance of medi- 
cal science he is responsible not 
only for the prevention of compli- 
cations of illness but also the pre- 
vention of illness itself. The classi- 
fication of disease is as important 
in preventive as in curative medi- 
cine. 

In executing his responsibility 
for care of the sick, the adminis- 
trator is concerned with the illness 
of each individual and therefore 
the diagnosis—and subsequent 
treatment based on that diagnosis 
—by the physician. The medical 
staff of a hospital cannot care for 
the patients until the physicians 
have made at least a working diag- 
nosis. The physician must know 
the diagnosis if he is to prescribe 
or establish a course of treatment. 
The surgeon’s operative procedure 
will be determined by the report 
of benignity or malignancy of a 
tumor. 

As the responsibile administra- 
tive officer, the administrator must 
see that all steps necessary to as- 
sure adequate care of the patient 
_ are taken in making a diagnosis. 

In addition to this function in 
the immediate care of the patients, 
the administrator must plan for 
the development of his institution. 
He must encourage development 
of new diagnostic and therapeutic 
procedures by the study and re- 
porting of previous results. Thus, 
the accurate diagnosis of the mor- 
bid condition is important not only 
to the patient but to medical sci- 
ence as a whole. And the hospital 
administrator has an important re- 
sponsibility in maintaining accu- 
rate medical records. 

One of the conditions established 
for approval of a hospital by the 


—. 


C Mr. Fales is vice chairman, Expert 
Dommittee for the Preparation of the Sixth 
ecennial Revision of the International 
Lists of Diseases and Causes of Death. 
pin aber No. 242 of the department of 
Fre ratisties, School of Hygiene and Public 
ealth, the Johns Hopkins University. 
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Why is nosology of concern to 
an administrator? It is because 
this science of classification, 
applied according to its three 
main purposes, can greatly in- 
crease a hospital’s efficiency. A 
standard nomenclature is the 
basis for uniform recording of 
diagnoses by the hospital staff 
members; a diagnostic cross-in- 
dex permits the grouping of case 
histories of related conditions 
and research by members of the 
staff; a statistical list can 
summarize the incidence of dis- 
eases within a given hospital. 
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American College of Surgeons is 
compliance with established mini- 
mum standards for clinical records. 
More recently, many states have 
enacted hospital licensure laws that 
contain requirements for maintain- 
ing adequate medical records. The 
federal Hill-Burton Hospital Sur- 
vey and Construction Act requires 
that hospitals meet such minimum 
standards. 


Definition 


In the study of disease, as in all 
scientific procedures, it is neces- 
sary to designate the condition and 
then classify or group similar con- 
ditions. Florence Nightingale saw 
the need for classification of dis- 
ease in hospitals ninety years ago. 
Concerned with the high death 
rate of hospital patients and in or- 
der to plan more adequate care, 
she supported proposals for a uni- 
form plan of hospital statistics in- 
cluding the adoption of a uniform 
classification of diseases. 


This grouping of diagnoses or 
classification of disease is known 
as nosology. At the present time, 
considerable confusion and con- 
troversy exist because of the vari- 
ous interests in and purposes for 
classifying disease. Various axes 
of classification are used by dif- 
ferent branches of medicine. The 
anatomist, for example, may de- 
sire a classification based on the 
part of the body affected — the 
brain, the heart. The pathologist, 
on the other hand, may be inter- 
ested primarily in the disease pro- 
cess—degenerative, neoplastic. The 
clinician, in addition, requires 
knowledge of other factors, par- 
ticularly the causative agent. The 
particular axis or degree of detail 
incorporated in a given classifica- 
tion will depend upon its purpose. 
The purposes are: 


1.°To provide an _ acceptable 
nomenclature of disease for the 
convenient recording of diagnosis, 
that is, the most acceptable term 
for describing any one disease con- 
dition. 

“The Standard Nomenclature of 
Disease’ is used extensively in the 
United States for this purpose. 


2. To provide an index to re- 
corded diagnosis so that individual 
or groups of cases can be obtained 
for research. Many systems have 
been suggested. “The Diagnosis, 
Treatment and Operative Cross- 
Index, Manual 10-5” of the Veter- 
ans Administration is the best ex- 
ample. 

3. To provide a tabular list for 
statistical purposes so that disease 
may be analyzed en masse. “The 
International Statistical Classifi- 
cation of Diseases, Injuries and 
Causes of Death’ recently has been 
approved as the worldwide stand- 
ard for this. 


Explanation 


The “Standard Nomenclature of 
Disease”’ is the best example of the 
classification of disease for the 
purpose of providing a nomencla- 
ture. Basically, a nomenclature of 
disease is a list or catalog of ap- 
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proved standard terms for describ- 
ing and recording clinical and 
pathological observation. 

Many synonyms may exist for 
the name of a single condition. For 
example, there are many names for 
the hereditary condition of thin red 
blood cells: Cooley’s anemia, ery- 
throblastic anemia, thalassemia 
target cell anemia, leptocytosis, 
Mediterranean anemia. 

At the last printing of the 
“Standard Nomenclature of Dis- 
ease,” the most acceptable term 
was familial erythroblastic anemia, 
which should be used uniformly by 
physicians in diagnosing this con- 
dition. It is realized, however, that 
the next revision may have what is 
considered to be a more acceptable 
term because of increased knowl- 
edge of the condition or because of 
other factors in the changing world 
of medicine. 

In the standard nomenclature, 
the arrangement of morbid condi- 
tions is both.topographical and 
etiological. Since the same morbid 
state can occur in many, if not all 
sites of the body, and any single 
site may be affected by numerous 
and distinct morbid conditions, a 
classification of disease built on 
these premises becomes complex 
and contains great detail. Yet in 
the complete statement of a diag- 
nosis of a particular disease con- 
dition, such specificity is essential 
to a full record of the clinician’s 
findings. 


An Index 


An index to the clinical records 
of a hospital according to diagnosis 
is one of the main purposes of 
classifying disease. A recent ex- 
ample of this is the Veterans Ad- 
ministration manual to which we 
have referred. It is important that 
the classes or rubrics of this classi- 
fication list all diagnoses which 
may be used, regardless of wheth- 
er or not they are acceptable. The 
objective is to provide the investi- 
gator with all the records that may 
deal with the condition he is study- 
ing. In his review he then can 
eliminate those cases which do not 
square with his definition, whether 
they have standard diagnostic 
terms or not. 

This classification needs to be 
less detailed than that required 
for a complete nomenclature of 
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Degrees of Fineness 

Diseases are classified 
differently because of the 
degree of fineness that is 
necessary to fulfill the es- 
tablished purpose. Accord- 
ing to the authors: 

A nomenclature requires 
the finest categorization to 
detail the most complex of 
morbid conditions. 

A statistical list requires 
the broadest of classes in 
order to group, for analysis, 
as many homogeneous con- 
ditions as possible. 

A diagnostic index need 
not be as detailed as a no- 
menclature nor should it be 
as broad as a statistical list. 











disease conditions. For example, 
such a complete diagnosis as a chip 
fracture of the distal phalanx of 
the left index finger (necessary 
for the clinician) may well be in- 
dexed as a simple fracture of the 
phalanx of the hand or even a 
fracture of a bone of the hand. 
This is quite sufficient for the re- 
searcher in locating cases for study. 

The latest revision of the inter- 
national list of causes of death, ap- 
proved at the sixth decennial in- 
ternational conference in Paris in 
April 1948, is the example of a 
classification of disease for the 
compiling of statistics with regard 
to the health of a population group. 
For this purpose, it is not necessary 
to characterize specifically an ill- 
ness. Diseases are classified rather 
in such a manner as to encompass 
the entire range of morbid condi- 
tions in a limited number of cate- 
gories, the categories being chosen 
to facilitate the study of disease 
phenomena. 

A specific disease entity should 
have a separate title in such a clas- 
sification only when its separation 
is warranted by frequency of its 
occurrence or unusual importance 
as a morbid condition. Many of the 
titles in such a classification will 
refer to groups of separate but re- 
lated morbid conditions. 

When reviewing these three 
broad purposes for classifying dis- 
ease, it is clear that one basis for 


difference in method is the degree 
of fineness required to fulfill the 
established purpose. A nomencla- 
ture requires the finest of categor- 
ization to detail the most complex 
of morbid conditions. A statistical 
list requires the broadest of classes 
so as to group as many homogene- 
ous conditions as_ possible for 
analysis. A diagnostic index need 
not be as detailed as a nomencla- 
ture nor should it be as broad as 
a statistical list. 


One essential, regardless of the 
purpose for which the classifica- 
tion is designed, is an alphabetical 
index to the classification. This al- 
phabetical index should include 
not only all accepted terms but also 
all known synonyms—such as the 
previous examples in Cooley’s 
anemia—so that the individual us- 
ing the classification can quickly 
find the class for which he is 
searching. One alphabetized list 
could serve all three purposes. 


The History 


We believe that the subject of 
classification, the problems pre- 
sented in preparing the best clas- 
sifications for hospital use and pos- 
sible solutions are of great import- 
ance to the hospital administrator. 
A major event in the classification 
world was the decennial revision 
conference in Paris this year. The 
work done there was followed 
closely by statisticians throughout 
the world. 

The products of that conference 
—the sixth revision of the interna- 
tional list of causes of death and 
the establishing, for the first time, 
of an international statistical clas- 
sification of diseases, injuries and 
causes of death—are also of funda- 
mental interest to many others in 
the health field, especially hospital 
administrators. 

When Florence’ Nightingale 
pointed up the need for a knowl- 
edge of the number and nature of 
diseases under treatment, she sug- 
gested a statistical list which had 
been proposed by Dr. William Farr. 
Dr. Farr’s work in organizing the 
reports of the registrar general of 
England and Wales laid the foun- 
dation for our official vital statis- 
tics. 

The list used by Miss Nightin- 
gale was a modification of the list 
of causes of death proposed for 
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international adoption by Farr in 
1854. The international list of 
causes of death used by all nations 
in the tabulation of vital statistics 
is an indirect descendant of Farr’s 
1854 proposal. 

The list descends directly from 
the classification prepared by Dr. 
Jacques Beriillon, eminent French 
statistician and brother of the au- 
thor of the Bertillon police identi- 
fication method. In 1898, the Ber- 
tillon list was approved by the 
American Public Health Associa- 
tion with the recommendation that 
the list be revised every 10 years 
in order to keep the classification 
abreast of our growing knowledge 
of diseases. 

Over the years, the delegates to 
these decennial conferences for the 
revision of the international list 
of causes of death have been physi- 
cians and statisticians whose pri- 
mary interest was the tabulation 
of the official vital statistics of their 
countries. This meant the tabula- 
tion of causes of death. In fact, 
mortality statistics were the only 
form of disease statistics collected 
regularly for entire countries. 

Yet the gifted Florence Nightin- 
gale, as early as 1860, urged the 
adoption of a similar list for the 
tabulation of hospital statistics, 
statistics of sickness as well as of 
death. 


At the Fifth Decennial Confer- 
ence for the Revision of the Inter- 
national List of Diseases and Caus- 
es of Death (1938), the growing 
need for an adequate statistical list 
of diseases for morbidity statistics 
was recognized fully. In accord- 
ance with the conference’s recom- 
mendation, exploratory work was 
undertaken in various countries for 
the compilation of such a list. 

In 1944, for example, the U.S. 
Public Health Service published 
the “Manual for Coding Causes of 
Illness According to a Diagnosis 
Code for Tabulating Morbidity 
Statistics” which is in use for sta- 
tistical purposes by several hospi- 
tals, Blue Cross plans and other 
medical care agencies in the United 
States, 

In 1945, the secretary of state of 
the United States appointed the 
Committee on Joint Causes of 
Death under the chairmanship of 
Dr. Lowell J. Reed, vice president 
and professor of biostatistics of the 
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_tative classification titled, 


Johns Hopkins University. Among 
its members were individuals who 
had worked on the problem in 
Canada and in Europe. Among the 
American members’ were Dr. 
George Baehr of New York City, 
long associated with the develop- 
ment of the “Standard Nomencla- 
ture of Diseases,” and Selwyn D. 
Collins, of the U.S. Public Health 
Service, under whose direction the 
manual for coding causes of illness 
had been prepared. 


The committee gave attention to 
the statistical classification of dis- 
eases for morbidity tabulations as 
well as for tabulation of causes of 
death. It realized that the purpose 
of both compilations is that physi- 
cians, health officers and hospital 
administrators may learn more of 
the diseases that afflict mankind. 
The committee recognized that sta- 
tistics of diseases and injuries are 
closely associated with statistics 
of causes of death. It therefore is- 
sued, in the spring of 1946, a ten- 
“Pro- 
posed Statistical Classification of 
Diseases, Injuries and Causes of 
Death”’. 

After further study, the United 
States committee turned over its 
proposals for the consideration of 
the Expert Committee of the In- 
terim Commission of the World 
Health Organization for the Prep- 
aration of the Sixth Decennial 





Osler—On Statistics 


The importance of statis- 
tical tabulations of diagno- 
ses by hospitals was a point 
emphasized by the re- 
nowned Sir William Osler. 
He once told his students: 

“If you have the good for- 
tune to command a large 
clinic, remember that one 
of your chief duties is tabu- 
lation and analysis of care- 
fully recorded experience. 
Keep and compare your ob- 
servations, study them, tab- 
ulate them, seek the points 
of contact that may reveal 
the underlying law. Some 
things can be learned only 
by statistical comparison.” 














Revision of the International List 
of Diseases and Causes of Death. 
The work of the United States 
committee was incorporated in the 
definite proposals by the expert 
committee. 

The final step came in April 1948 
when the proposals were adopted 
by the international commission. 
For this contribution the United 
States committee received a Las- 
ker group award at the annual 
meeting conducted by the Ameri- 
can Public Health Association in 
1947. 


Approved Classification 


The approved classification pro- 
vides 610 main categories of dis- 
ease conditions plus two alternate 
classifications of injuries consisting 
of 153 or 189 categories depending 
on whether injuries are classified 
according to the external circum- 
stances giving rise to the injury or 
the nature of the injury. 

A decimal system of numbering 
has been adopted so that each main 
category is designated by a three 
digit number. For many of the 
three digit categories, further sub- 
divisions have been suggested that 
will be useful in the tabulation 
of more detailed morbidity statis- 
tics and in the extension of the 
classification as the basis of a diag- 
nostic cross-index. 

The approved classification, con- 
taining the list of disease categor- 
ies, tabular list of inclusions and a 
comprehensive index, will be 
available early in 1949. It will be 
of great interest to hospital ad- 
ministrators and to medical record 
librarians. 

It will not take the place of the 
“Standard Nomenclature of Dis- 
ease,” for its purpose is not to 
provide a nomenclature of ap- 
proved diagnoses. The new list is 
designed to answer the needs of 
the statistician. Such flexibility has 
been incorporated that it may be 
modified to provide whatever de- 
gree of detail is desired not only 
for statistical analysis but also for 
indexing diagnosis. It should prove 
of great assistance to hospital ad- 
ministrators to have a single clas- 
sification of diseases that will be 
flexible enough to be used in the 
compilation of statistics of hospi- 
tal morbidity and as the basis of 
a diagnostic index. 
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Edito rials 


Economic Security up to Date 


AMONG SEVERAL ITEMS of business transacted at the 
American Nurses’ Association convention in Chicago, 
those related to the economic security program bear 
most directly on hospital administration. 

Less than two years had passed since the nurses’ 
association officially embraced collective bargaining 
as a means to economic security, and this was the 
members’ first chance to take stock of progress. 

The report of convention proceedings suggests that 
some early plans have been changed. State nurses’ 
associations at first were urged to bargain with state 
hospital associations. But the House of Delegates this 
year discontinued support for such “joint programs,” 
and referred to them as collusive relationships. 

The House of Delegates advised state associations 
to send in, as bargaining agencies, committees that 
had been elected rather than committees appointed 
by state association boards. State associations also 
were urged to accept more guidance from national 
headquarters. 

Two new moves authorized at Chicago are of par- 
ticular interest to hospitals. 

One of these concerns organization of the Adminis- 
trative Nurses Section. During the last two years, 
many hospital administrators have tried to rational- 
ize the collective bargaining turmoil within nursing. 
Their rationalization has run thus: 

If it turns out that the majority of nurses do want 
collective bargaining, a hospital probably can main- 
tain satisfactory nursing — providing the nurses in 
executive positions remain a part of management. 

But the new Administrative Nurses Section is to 
have as one of its three purposes, “The consideration 
of the employment conditions of the nurses who com- 
prise the membership of the administrative section.” 
Membership is to include directors and assistant di- 
rectors of nursing and nursing service, supervisors, 
assistant supervisors, instructors and head nurses. 
This accounts for all the nurses vested with executive 
authority, and if the above quoted purpose is not 
perfectly clear, the Journal of Nursing reports: “Fur- 
ther discussion disclosed the fact that one major prob- 
lem to be considered was the economic security pro- 
gram of the ANA in relation to head nurses, super- 
visors, instructors and other members of the section.” 

Organized executive nurses within a hospital would 
be not unlike unionized foremen in a factory. Indus- 
trial employers have found that the unionization of 
foremen can deprive them of effective control over 
their plants. 

The second item of special interest was a Board of 
Directors’ report, approved by the House of Dele- 
gates, which included a recommendation that ‘the 
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board should study the effect of the Taft-Hartley 
Act upon the economic security program,” and “see 
that all necessary steps are taken to effect an improve- 
ment in the status of the professional nurse” under 
this and other federal laws. 

In general it can be said that the American Nurses’ 
Association views its progress in collective bargaining 
with approval and with plans to go further. It hopes 
to tighten supervision over the bargaining activities 
of state associations. It hopes to present hospitals with 
a separate economic security program on behalf of 
all executive nurses. It will consider taking a position 
on the Taft-Hartley Act, which specifically exempts 
nonprofit hospitals from National Labor Relations 
Board jurisdiction. 
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Neighborly Approach 


THE ADMINISTRATOR OF A SMALL hospital in a small 
community faces this stair-step type of problem: The 
administrator has concluded that he cannot hire the 
kind of employees he needs in this day and age 
unless he shortens the work week. He cannot shorten 
the work week until he hires more employees. He 
cannot hire more employees until he has more reve- 
nue. To increase revenue he must increase rates. To 
do this intelligently he should know about hospital 
rates in that area of the state. 

In a city there would be no problem. A good hos- 
pital council would have such rate information on 
file. In the absence of an up-to-date file, a quick poll 
in the course of a council meeting would produce 
the necessary facts. But these facilities are not avail- 
able to the administrator of the only hospital within 
a 20-mile radius. 

What then? The adoption of industry’s short work 
week represents a major policy change. Must the ad- 
ministrator and his board, because they are isolated, 
make this plunge without consultation? Are they 
obliged to draw up a new rate schedule, based only 
on hope and a cross-section of personal hunches? 

As an alternative the administrator might use the 
United States mail. Other administrators in the area 
certainly would like to know that one hospital nearby 
plans a shorter work week and will finance it by 
raising rates. They might even be glad to exchange 
information, if invited to do so. 

As a matter of fact, this is exactly the way one 
administrator in the middle west has proceeded. To 
eleven administrators in the area he has written a 
memo that says in part: 

“We feel, because most of you are near neighbors 
of ours, you should know that as soon as we can get 
sufficient help, we hope to place all departments on 
a five-day week of 40 hours.’ He details the rate 
raise he has in mind. He asks for similar details on 
rates and for information on the work week. 

Such a device is simple and inexpensive, yet it is 
not generally applied under similar circumstances. 
The man who used it in this case eccomplished two 
things. He gathered the information he needed to 
act intelligently, and by spreading word about his 
own plans, he also made it possible for eleven others 
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to act intelligently. Although “neighboring” is asso- 
ciated with a past generation, it still works when 
given a chance. 
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Spectacular Fumble 





THE ADMINISTRATOR OF ONE hospital in a small Wis- 
consin city reminded the local newspaper that this 
was National Hospital Day. When a reporter called 
he found the American flag flying, a display in the 
lobby honoring nurses, and some roses on the ad- 
ministrator’s desk. 

This reporter was looking for what is known in his 
profession as a local news feature. He hurried to the 
second hospital and asked in the front office whether 
anybody there knew what day it was. Nobody knew, 
and so the reporter broke the news that this was 
National Hospital Day. To quote from his report: 

“One of the receptionists madly punched a bell 
summoning the janitor. She asked him to raise the 
Stars and Stripes. She apologized for her oversight, 
and then she felt better.” 

At a third hospital the reporter again found every- 
one surprised to know that this was National Hospital 
Day. The receptionist there sustained the shock with 
composure, and “solemnly promised that Hospital 
Day would receive attention.” 

The irony of this incident is something to ponder. 
National Hospital Day was established as a device 
through which hospitals could publicize their vital 
role in the life of each community. Nothing on earth 
is more easily acquired than local newspaper coopera- 
tion for a National Hospital Day program. Yet here 
are two of the three administrators in a small city 
forgetting the day altogether, and a spokesman for 
a third saying that it “would receive attention.” 

It is not often that the opportunities offered by 
National Hospital Day are fumbled so spectacularly. 
At the same time, every May 12 finds hundreds of 
hospitals with no plans for observance. 

During recent years the Association has urged its 
members to plan year-around public relations pro- 
grams, rather than try to do everything on May 12. 
Some administrators apparently do not subscribe to 
the widely accepted proposition that voluntary hos- 
pitals thrive on public support. 
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Readiness To Serve 


THE THEORY IS THAT A HOSPITAL really performs 
two functions: It cares for individual patients, and 
it stands by 24 hours a day to protect the community 
against disaster; moreover this constant protection is 
an asset whose value can be measured in dollars. 

Such is the theory of readiness to serve. It has been 
recognized as valid for a considerable time, but for 
the most part it has remained a pleasant abstraction. 

The Commonwealth Fund probably has gone far- 
ther than any other agency, or any person, in search 
of a practical application, and two representatives 
of that foundation discuss their findings in this issue 
of the journal. Their report is by far the most com- 
plete and most authoritative of any to reach print. 
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The authors point out that if a hospital could col- 
lect its readiness-to-serve costs from the community 
as a whole, its necessary charges for actual patient 
care would be appreciably reduced. This is an obvious 
deduction, but it emphasizes an important point at 
a time when emphasis is seriously needed. 

In its thoroughgoing study the Commonwealth Fund 
shows statistically why the rate of failure among 
small hospitals has been so high in recent years: 
Patients must pay not only the hospital’s costs for 
service, but also its costs for standing ready to serve; 
and as these readiness-to-serve costs are shared by 
fewer and fewer patients, the total charge becomes 
more and more prohibitive. 

The article is especially pertinent today because 
the great majority of Hill-Burton construction pro- 
jects now approved are small hospitals. The average 
capacity is less than 50 beds. Every small community 
may feel the need for a hospital, and yet small hos- 
pitals are constantly threatened by the bugbear of 
readiness-to-serve costs. 

Grouping beds to serve several communities with 
one larger hospital is the wise answer. Where dis- 
tances are so great that they require a hospital of 
50 beds or less, financial trouble can be averted only 
if the hazard is recognized and plans are made for 
regularly collecting subsidy funds from the commu- 
nity. How one hospital does this—and it happens to 
be a Commonwealth Fund hospital—is described in 
the June issue of TRUSTEE. 
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A Restatement 


THE SUCCESS OF BLUE CROSS PLANS hinges upon 
their good relations with member hospitals. Their 
ability to accomplish a vital community service de- 
pends upon mutual understanding and delegation of 
responsibility more than upon any other single factor. 
In an effort to re-establish plans in juxtaposition with 
hospitals, the Council on Prepayment Plans and Hos- 
pital Reimbursement has prepared statements of re- 
lationship and policy for the guidance of plan and 
hospital administrators. 

Two such statements have been approved by the 
Board of Trustees. One, titled “The Blue Cross Con- 
cept,” is printed in this issue of HOSPITALS. It de- 
scribes the forces which impelled the development 
of Blue Cross plans. It establishes the relationships 
which must exist among plans and hospitals in order 
that hospitals may maintain their position of responsi- 
bility for the provision of service. Although the details 
of organizational structure and sponsoring agencies 
differ among plans, their basic motivations and objec- 
tives are wholly identical. 

“The Blue Cross Concept” is a restatement of fun- 
damental policy. It is a review of past and sometimes 
forgotten principles. It is an attempt to strengthen 
the foundation upon which Blue Cross plans were 
built. Strict adherence to the philosophy of this state- 
ment will promote greater public confidence in the 
program and will require greater responsibility by 
member hospitals. It will leave plans in a position 
of engineering a social service aspect of hospital care 
for which they were designed. 


63 
















RECRUITING CAREER DIETITIANS 


The American Dietetic Association has a program 


government and state welfare 
agencies, educational institutions, 
food industries, and many other 
organizations are asking for trained 
dietitians. The number of requests 
for dietitians on file with the place- 
ment bureau of the American Die- 
tetic Association far exceeds the 
number available to fill them. 

The demand has been increasing 
steadily. At one period in 1942-43 
the placement bureau had 453 po- 
sitions listed, 377 of them in hos- 
pitals. Today the openings have 
increased to 644. Of these, 472 are 
in hospitals. 

As early as 1942 those of us who 
were active in the field necessarily 
were aware. that growing, nation- 
wide interest in nutrition and na- 
tional health, an outgrowth of rap- 
id developments in fundamental 
nutrition research, would inevita- 
bly translate itself into sharply in- 
creased demands for trained dieti- 
tians. 

Aware of this fact, the American 
Dietetic Association has been car- 
rying on a public relations and vo- 
cational guidance program. Its 
central aim has been to interest 
more young women in dietetics as 
a career. 

We feel—and have tried to make 
the public feel—that dietetics as a 
career has much to offer. Among 
the satisfactions which the prac- 
ticing dietitian derives from her 
work is the sense of participation 
in activity that is important and 
socially useful. Certainly, too, she 
comes to see that her work com- 
bines a normal, feminine interest 
in food and health with her basic 
interests in science. Other advan- 
tages appearing in recent years 
have been increasingly higher com- 
pensation and shorter hours. 

The American Dietetic Associa- 
tion’s methods of interesting young 
women in the profession are sure 
to be of interest to members of the 
nursing profession who are en- 
gaged in a similar campaign of 
vocational guidance. Before dis- 
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based on public relations and vocational guidance 


ELIZABETH PERRY 
PUBLIC RELATIONS COMMITTEE 
AMERICAN DIETETIC ASSOCIATION 


cussing these methods, though, we 
do want to say that we as dietitians 
are very much interested in the 
campaign to recruit more nurses. 
We are interested for two very 
good reasons. The first is our own 
close identity with American hos- 
pitals — an _ identification that 
springs quite naturally from the 
fact that over 50 per cent of quali- 
fied dietitians are employed in hos- 
pitals, Second, we share with the 
nursing profession a mutual aim: 
Adequate staffing of all depart- 
ments of all hospitals with trained 
and qualified employees. 


Nationwide 


We launched our program of re- 
cruiting in 1942 through our pro- 
fessional education sections, head- 
ed by professional education chair- 
men, in 45 states, the District of 
Columbia and Hawaii. In addition 
to working towards uniform stand- 
ards in dietetic education, these 
groups were charged with the re- 
sponsibility of conducting active, 
vocational guidance campaigns in 
their areas. 

These professional education 
sections have been vocational guid- 





A MEASURE OF GROWTH 


In 10 years the membership 
of the American Dietetic Asso- 
ciation has more than doubled. 
This steady rise shows how 
much the dietetics profession 
has been growing in impor- 
tance. The fact that many posi- 
tions still remain unfilled today 
is evidence of the need for 
further growth. The figures: 


1938 3,759 1943 5,784 
1939 4,043 1944 6,387 
1940 4,355 1945 7,116 
1941 4,757 1946 7,616 
1942 5,343 1947 8,020 














ance centers for young women in- 
terested in careers not only in die- 
tetics but in allied -fields. Their 
activities include many other con- 
crete means of stimulating inter- 
est in the profession of dietetics. 

In Kansas, for example, mem- 
bers of the Kansas Dietetic Asso- 
ciation are carrying on an intensive 
recruitment program. Vocational 
guidance talks by dietitians are 
given to high school students in 
both large and small communi- 
ties. 

In Indiana, round-table discus- 
sions are being held with girls who 
are juniors and seniors in high 
school. These discussions have been 
supplemented with a series of con- 
ferences in which 150 to 175 girls 
have been invited to hear the story 
of dietetics from practicing dieti- 
tians. 

A conscious effort has been made 
at this and other state conferences 
to give the conferees information 
not only about the hospital field 
but about the widening opportuni- 
ties that exist in industry, educa- 
tion, government and elsewhere. 

Cincinnati is one city where an 
open house has been found most 
effective. College seniors from the 
Cincinnati area have been invited 
to visit local hospitals as guests of 
the dietetic interns. In addition to 
being given an opportunity to visit 
the nutrition departments of the 
hospitals, the prospective dietitians 
were housed during their stay in 
the dietetic intern quarters. They 
were thus able to talk with girls 
of approximately their own age 
and to get an intimate picture of 
the day-to-day activities of the 
dietitian on the job. 

In addition, they were able to 
pick up such important details as 
the number of off-duty evenings 
they might expect during the 
training period and other oppor- 
tunities for social life. 

Perhaps the most successful use 
of the open-house technique for 
high school girls was carried out 
recently at Grasslands Hospital in 
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look at 
The Post-Operative Picture 


“ALCOHOL IN VITADEX-B 


It’s surprising—the sense of confidence and well- 
being patients experience—how relaxed and calm 
they are—when you use Alcohol in Vitadex-B for 
post-operative sedation. 

Opiates and other sedatives may usually be 
eliminated entirely—with their troublesome 
side effects. Patients rest easier—are undisturbed 
by the vomiting, gas pains, constipation 
and nausea usually associated with use 
of morphine. Also note these other 


Besides the analgesic and caloric advantages of 
alcohol, this solution also supplies the nutritive 
value of dextrose—plus generous amounts of the 
B vitamins necessary for alcohol and dextrose 
metabolism. 

There’s no doubt about it —with Alcohol in 
Vitadex-B, patients rest easier; so do you. 


Cutter Laboratories, Berkeley 1, California 





advantages of intravenous alcohol 
over morphine: 


* more prolonged action 
* increased respiration 
* diuretic action 


~~ [a] CUTTER 





Fine Biologicals and 


* vasodilatation without significant Hoe 
change in blood pressure Pie sed 


‘Pharmaceutical Specialties 
for imme- ‘ oe 
*no danger of addiction 


diate intravenous 
administration. 
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THE RECRUITMENT campaign for dietitians makes its appeal to young women with a basic 
interest in science and social service and a normal feminine interest in food and health. 


New York. The event drew hun- 
dreds of girls. Though these ac- 
tivities are sponsored by state and 
local dietetic associations, and by 
individual hospitals, the visits to 
the hospitals are by no means con- 
fined to the dietetic departments. 
Our vocational guidance campaign 
is directed primarily toward re- 
cruiting dietitians, yet we are glad 
- to give other departments a boost, 
too. 

Vocational guidance by counsel- 
ing high school and college groups 
is not the whole story. Dietitians 
have been active in many other 
ways: Addressing parent-teacher 
groups, appearing on local radio 
programs which appeal to women, 
and as was done by the Greater 
New York Dietetic Association, 
preparing leaflets and _ bulletin 
board material for use in high 
schools and colleges. These activi- 
ties have been limited only by the 
time which our members have been 
able to devote to this cause. 

Tieup 

The American Dietetic Associa- 
tion, however, has not confined its 
public relations efforts to recruit- 
ing dietitians. We have been aware 
of the close ties between our own 
organization and such groups as 
the American Home Economics As- 
sociation and the American Hospi- 
tal Association. We seek to con- 
tinue these relationships. 

In Virginia, for example, joint 
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meetings have been held with the 
state home economics association. 
We also have held joint meetings 
with the American College of Hos- 
pital Administrators. 

These efforts have had substan- 
tial influence, but by no means 
have they solved the dietitian 
shortage. Today it is greater than 
ever. 

The work we have done, how- 
ever, has laid an effective ground- 
work for the intensified public re- 
lations effort that we are making 
this year. To help us in the job we 
have retained the services of a pro- 
fessional public relations counsel, 
and we intend to expand our work 
in both vocational guidance and 
other public relations activity. 

We expect this activity to extend 
to many new fields. Our state and 
local organizations, however, will 
continue to be the core of our ef- 
fort. It is to them we must con- 
tinue to look for the source of our 
ultimate success. 

To help them in their work, our 
public relations and _ vocational 
guidance committees have pre- 
pared and- distributed public rela- 
tions kits containing speeches, sug- 
gested radio interviews and other 
material to be used to tell the story 
of dietetics to a wider audience. 

Periodically we expect to sup- 
plement these kits with other ma- 
terial. Through this medium, mem- 
bers of the American Dietetic As- 
sociation in all localities are urged 


to make themselves available in 
their communities as authentic 
sources of dietetic information. 

Dietetics is a relatively new pro- 
fession. Like the science of nutri- 
tion itself, it has grown up only 
recently. 

A measure of this growth is 
the membership of the American 
Dietetic Association. In 1938 it was 
3,759. Ten years later it had more 
than doubled. The 1947 total, the 
latest available, shows a member- 
ship of 8,020.* 

As our knowledge of nutrition 
increases in scope, all of us have 
become much more acutely aware 
of the very close relationship be- 
tween the food we eat and our 
health. That relationship, of course, 
is the very essence of the work of 
the dietitian. 


Recognition 

As dietitians, we feel very deep- 
ly the vital importance of wider 
knowledge about this fundamental 
relationship. Already, the associa- 
tion’s work in spreading this 
knowledge has been recognized. 
The American Dietetic Associa- 
tion this year received a $1,000 
award from the Nutrition Founda- 
tion of New York for “leadership, 
inspiration, and diligence .. . in 
applying and in developing the sci- 
ence of nutrition . . . for the ad- 
vancement of human health; and 
in further tribute to its members 
who during the past 30 years have 
steadily raised the professional 
standards of dietitians to their 
present high level of training and 
service.” 

This year, too, our profession has 
been honored by representation on 
the Food and Nutrition Board of 
the National Research Council. 

Though as dietitians we natural- 
ly are proud of these two tributes 
to the work that our association 
and our membership have accom- 
plished, we realize fully that the 
work ahead is even more impor- 
tant. A vital part of our job in the 
future is to continue an effective 
public relations program. We are, 
even yet, only at the beginning. 
That way is our most effective 
guarantee of success. 

*The Journal of the American Medical 
Association, April 12, 1947, reported that 
in 1946 there were 7,003 dietitians working 
fulltime and 461 working part time in hos- 
pitals of the United States. An accurate 


total on the number of dietitians working 
outside hospitals is not available. 
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Getting Maximum Efficiency out of 


FEWER COST RECORDS 


OOD COST ACCOUNTING for a 

hospital revolves around the 
accurate daily computation of the 
food cost for each meal served. It 
is successful if it points out ex- 
travagance and waste, uneconom- 
ical buying, loose methods of re- 
ceiving, storing and issuing food, 
and other costly inefficiencies. It 
is more likely to succeed if a mini- 
mum of forms are involved. 

The problem would be simple 
if, when figuring food cost for each 
meal served, it would be necessary 
only to divide the total cost of food 
consumed by the total number of 
meals served. But such a blanket 
figure would be far from informa- 
tive as a guide in preparing 
budgets, arriving at policies and 
appraising the efficiency of the 
dietary operations. 

For one thing, everyone in the 
hospital does not get the same kind 
of meal. The cost of a meal for a 
private patient on a special diet 
may be twice the cost of a meal 
served to a ward patient who is 
not on a special diet. Foods con- 
sumed as between-meal nourish- 
ment and in infant feeding, as well 
as the different classes of meals 
served in the employee dining 
rooms, must be taken into account 
also. Thus, to be of any value, the 
food control system must be thor- 
ough enough to show the accurate 
food cost for each type of meal 
served, rather than just an indis- 
criminate general average. 

The foundation of such a system 
is the maintaining of a minimum 
Set of records which show and 
Control the food costs from the 
time of purchase through every 
step to the serving of the food. 
Purchasing, receiving, issuing and 
inventory forms are the four pre- 
liminaries which are required if 
the dietitian is to produce any 
satisfactory control system. 


— 
aztom an address delivered before the 
Sociation Institute on Planning and Op- 


Cty gene Hospital Food Service, Kansas 
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When purchasing staples and 
supplies, purchase orders should 
be used; competitive quotation 
forms are recommended for the 
daily purchases of perishables. 
Purchase specifications should be 
established, especially for meats, 
so that the receiving clerk is in a 
position to judge the acceptability 
of the merchandise delivered. 

A receiving record should be 
maintained. This should list the 
details of all merchandise de- 
livered, including the name of the 
vendor, the quantity of each item 
received, the unit price and the 
price charged for the quantity de- 
livered. This form should be ruled 
so that the clerk can show on it 
the distribution of the purchases 
as food charged to the storeroom, 
food charged direct to the kitchen 
and items charged to sundry sup- 
plies. 


Direct Charges 


The extent of the direct charges 
to the kitchen depends largely on 
the physical layout and the loca- 
tion of the perishable goods cool- 
ers. Obviously, if all fresh meats, 
vegetables, fruit and dairy prod- 
ucts must be placed in coolers in 
the kitchen where the kitchen em- 
ployees can help themselves to 
their requirements, there is no al- 
ternative but to charge them direct. 


Experience has proved that the 
maintaining of a dependable record 
of withdrawals under such cir- 
cumstances is hopeless. Therefore 
it is best to keep the direct charges 
at the lowest practicable point—to 
have none at all if possible. The 
fewer direct charges there are, the 
more rigid the control can be and 
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the more accurate the daily figures 
on costs. 

Requisition forms for the issuing 
of merchandise from the storeroom 
are essential. This should not be 
construed to mean a running requi- 
sition which the storeroom man 
keeps on his desk and adds to as 
he issues goods on verbal or tele- 
phoned orders. Each requisition 
should be made out by the person 
requiring the goods and should be 
countersigned by someone in au- 
thority. Too often the importance 
of this method is overlooked. 


The storeroom set-up generally 
most dependable requires the re- 
ceiving clerk to write with heavy 
crayon the price for each dozen on 
each case of merchandise received. 
As the cases are unpacked and the 
containers placed on the shelves, 
the price for each unit is written 
on each container. Then when any- 
thing is issued, the cost price can 
immediately be written on the 
requisition. This eliminates the 
need for keeping a price book and 
has the further advantage that 
there never is any doubt about 
changing the actual purchase price 
as the market price fluctuates. This 
method is simple, direct and effec- 
tive. 

Where meats and perishables are 
handled through the storeroom, the 
same system may be applied by 
attaching tags to the merchandise 
with wire hooks. As the perishables 
are issued, the tags are removed 
and the costs are entered from 
them to the requisition. _ 

Perpetual inventory records are 
maintained on food stores in many 
hospitals. I have seen very few in- 
stances where the benefits of this 
sort of record justify the time and 
effort put into it. Instead, an effi- 
cient stock control can be main- 
tained by taking an accurate 
monthly physical inventory and 
reconciling it to the figure obtained 
by the simple formula: Beginning 
inventory, plus purchases, less 
withdrawals. 

The form used for recording 
monthly physical inventories is im- 
portant. A bound book is preferred. 
It should be ruled to accommodate 
12 consecutive inventories with 
only one writing of the items. In 
setting up this book, the stock 
items first should be classified into 
a number of representative com- 
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modity groups, and the items of 
each group entered alphabetically 
in the book under their respective 
headings. Spaces should be left be- 
tween the entries for new items 
which may be purchased from time 
to time during the year. Index tabs, 
attached to the edge of the first 
page of each grouping, make it 
easy to find any listing quickly. 

In connection with inventories, 
dietitians should not fail to remem- 
ber the importance of the goods in 
process, generally referred to as the 
“producing or kitchen inventory.” 
This refers both to merchandise 
which has been charged out of the 
storeroom and the direct charges. 
This inventory should be recorded 
separately from the storeroom in- 
ventory. Standard form loose-leaf 
inventory sheets generally are used 
for these items. 

Taking producing inventories is 
essential because the value of 
goods in process can have a decided 
effect on the cost of food in any 
given period. This is especially true 
where there are heavy direct 
charges. Disregard of the produc- 
ing inventories can result only in 
inconsistent month-to-month aver- 
age meal costs, thus reducing the 
accuracy of any cost system. 

Unless the foundation is properly 
laid with these preliminary records 
no system of cost control, however 
devised, can function successfully. 

The food control steps then will 
require the keeping of only four 
additional special forms. These 
forms are: “Distribution of Daily 
Purchases,” “Distribution of Issues 
and Transfers,” “Summary of Pur- 
chases and Issues to Date” and the 
“Daily Food Report.” 

The “Distribution of Daily Pur- 
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ceived or transferred the items, and 
(2) the classes of meals and dining 
rooms in which they were used. 
purren | MIA & The meal and dining room head- 

= . ings on this form vary, of course, 
in different hospitals. 

A fairly typical set-up carries 
the following captions: Private pa- 
tients, semiprivate patients, ward 
patients, special diet patients, doc- 
tors’ and executives’ dining room, 
nurses’ cafeteria, general em- 
ployees’ cafeteria, kosher kitchen, 
main kitchen, bake shop. 

Thus, to obtain a breakdown of 
cost through such a division, ac- 
curate transfer records must be 
provided. For the patients’ meals, 
chases” (Form 1) is a 13-column the dietitian must have the meal 
sheet designed for the purpose of orders from the private halls, the 
segregating the food purchases into _—qiet lists, and the diet orders from 
a number of representative groups. _the floors. These, then, can serve as 

The divisions recommended are: transfer records for the different 
Meats, poultry, seafood, vegetables groups of patients’ meals. As for 
and fruits, eggs, butter, milk and the food issued*‘or transferred to 
cream, ice cream, cheese, bread and the personnel dining rooms, the 
pastry, coffee, tea and cocoa, and _ supervisors in charge of such rooms 


OF PURCHASES 
DaTE 


staples and groceries. should be required to requisition 
This daily distribution of pur- any food—prepared or otherwise— 

chases should be recorded directly that they obtain. 

from the invoices. The total, of To cost these transfers correctly, 

course, should be balanced with the _ so as to credit the main kitchen and 

total food purchases each day. bake shop and charge the divisions 


The record thus established shows __ to which the food is sent, cost tests 
the proportion of each type of food of finished products are necessary. 
purchased to the total food pur- This is the most difficult part of the 
chases. It also enables a detailed entire project, yet the most impor- 


reconciliation of monthly inven- tant. Unless these transfer costs 
tories. are properly established and kept 

The ‘Distribution: of Issues and up to date in accordance with 
Transfers” (Form 2) makes pos- changing market prices, the re- 
sible the recording of: (1) Store- sultant meal costs will not be cor- 
room issues and transfers according rect. By misrepresenting the actual 
to the production units which re- cost picture, they may give a false 
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For 17 Years Hospital 
rooms have been neater 


and patients have been 


man” teams A WILL ROSS IDEA! 


You remember how it used to be, if you’ve been 
in hospital service for 17 years or more. The 
kerchief situation was “messy” to say the least 
— gauze squares, cloth or cellulose kerchiefs 
served loose, piled on a bedside table or stand, 
scattered about the room by any vagrant 
breeze — and wastefully used by the patient! 

It was just.17 years ago that Will Ross, Inc., 
decided to do something about this situation 
— by providing Cellulose Kerchiefs in a neat, 
Self-Service Dispenser Container... for use 
one at a time by the patient or attending nurse 
or physician. Hospitals immediately recognized 
what a boon this was in pneumonia cases, or as 


WILL ROSS, 


MILWAUKEE 10, WISCONSIN 
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_ ether wipes, post-operative tonsil napkins, etc. 


The soft, fine texture and greater body of 
Kenwood Self-Contained Kerchiefs appeals to 
patients. From the hospital standpoint, these 
kerchiefs represent a definite economy. 

Kenwood Cellulose Kerchiefs, measuring 5 x 9 
inches, are put up 100 single sheets (50 double 
sheets) in the handy, waste-saving, self-service 
box. Both the Quality of these Kerchiefs, and 
the Quantity per box are just right for individ- 
ual patient use. 

Yes .. .“standard equipment” today, in most 
hospitals ...a WILL ROSS IDEA, perhaps small 
in itself, but BIG in its service value to hospitals. 


INC. 


Manufacturers and Distributors of Hospital 
and Sanatorium Supplies and Equipment 
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PURCBASES 


TO DATE 


sense of security, where in reality 
a serious cost condition exists. 

After the transfer records have 
been priced, the amounts are posted 
on this form. In other words, the 
merchandise is charged against the 
divisions which have received it 
and credited to the departments 
which produced it. 

The “Summary of Purchases and 
Issues to- Date” (Form 3) is a 
cumulative record of the data 
assembled on Forms 1 and 2, and 
is maintained as a control. This 
form shows the day’s and cumula- 
tive-to-date figures for purchases 
and issues, broken down into the 
same commodity groupings as in 
Form 1. Form 3 provides also a 
column on the extreme right for 
the to-date calculation of the ratios 
to the total issues of the costs in the 
various food groups. A comparison 
of these ratios with previous rec- 
ords reveals any undue rise in the 
cost of any group. 

The “Daily Food Cost Report” 
(Form 4) is a summary, for the 
day and for the month to date, of 
the food operations according to 
types of meals and dining rooms. 
This form shows both the cost of 
food and the number of meals 
served in each category as well as 
the respective costs per meal for 
the day and for the month to date. 

The day’s costs are copied from 
Form 2 and then are accumulated. 

The number of meals served to 
patients should be obtained from 


72 


apd 188088 TO Dats 


Date 


I1ssogs 





a daily census report sent to the 
chief dietitian’s office from the ad- 
mitting office. 

The employee meal count should 
be obtained from reports submitted 
daily by the respective units, each 
of which should keep accurate 
count of meals served. 


With this outline of the coordi- 
nated control of food from pur- 
chase to tray or table, dietitians 
have a system that provides the 
detailed information that makes it 
easy to determine the reasons why 
costs fluctuate or are too high. 
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SEMIPRIVATF PATIF:‘1S 
WARD PATIENTS 
SPECIAL DIET PATIENTS 

TOTAL PATIFNTS 
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NURSES’ CAFETERIA 
EMPLOYEES' CAFETERIA 
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This method of food cost ac- 
counting shows the relationship of 
the meals served in the various 
divisions to the total number of 
meals, and also the cost of the 
private patient’s meal in compari- 
son with the per meal cost in other 
divisions. Such data are essential 
in judging the efficiency of the 
dietary department. 

A further advantage of the 
system is that the information it 
provides is available daily. Opera- 
tional inconsistencies or faults are 
promptly revealed. 

To carry out this system in its 
entirety requires a fulltime, effi- 
cient cost clerk who has sufficient 


‘knowledge of food operations to 


conduct all of the required cost 
tests and compile the other data. 
The system can be modified, 
however, to show daily only the 
purchases and costs by food classi- 
fications and the total cost per 
meal. The “Distribution of Requisi- 
tions and Transfers” would then 
not be needed, and the “Summary 
of Purchases and Issues to Date” 
could serve also as the “Daily Food 
Report,” thus eliminating the keep- 
ing of that record separately. Such 
a modified system, of course, would 
sacrifice much valuable informa- 
tion, but at least it would be a long 
step in the direction of the control 
of food costs. While a compromise, 
the shortened method is certainly 
better than no method at all for 
reporting food costs daily. 
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The Beckman 
Oxygen Analyzer 


Kasy to Operate 


Shows Oxygen Concentration 
Directly on the Seale at 
the Push of a Button 





e No chemicals to spill or stain 
e No glass bulbs or tubes to break 


e No syringes or stopcocks to freeze 
Here’s an oxygen analyzer so easy to operate 
that anyone can use it. No solutions are used .. . 
it operates magnetically. A timesaver, the 
Beckman analyzer makes an accepted routine 
of oxygen analysis, which is so necessary for 


effective oxygen therapy. 
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The sample is drawn into the analyzer by 
squeezing a bulb. At the touch of a button, a 
light beam appears on the scale to show the 


oxygen concentration. 


Designed specifically for oxygen therapy use, 
the Beckman analyzer is light—weighing only 
234 pounds—it is compact—measuring only 


6 by 5 by 314 inches. 


For more information, 
ask your Linde 
representative or write 


any Linde Office. 
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Planning and Operating a Dietary Budget 


AN INTELLIGENT BUDGET, in which 
the administrator and the dietitian 
discuss policies and make joint fi- 
nancial plans for department op- 
eration, is essential in attaining 
the objective of a good dietary 
service. According to Ivor H. 
Jones, now the assistant adminis- 
trator at Beth Israel Hospital, 
Newark, N.J., a planned budget is 
the solution to many problems in 
administering the dietary service 
in the hospital. 

His views were outlined at the 
recent dietetics institute at Buck 
Hill Falls, Pa. They are reviewed 
to give assistance to dietitians or 
administrators who may be initiat- 
ing a budget system. 

A budget should be considered 
as a blueprint for guiding the dieti- 
tian in the management of her de- 
partment. In addition to covering 
anticipated expenditures for food, 
it should include an estimate of 
funds available for the payroll 
and other items of necessary ex- 
pense. Yearly estimates usually are 
used. 

The dietitian who is just start- 
ing to plan her budget follows a 
set procedure. First, she should 
look up the accounting department 
records that show the amounts of 
food purchases previously made. It 
should be possible to arrive at 
reasonably accurate figures of the 
number of meals previously served. 
She should get some estimate of 
the expected occupancy and num- 
ber of employees to be served dur- 
ing the budget period. 

With this information, the dieti- 
tian can prepare a study of the 
average cost for each meal as re- 
flected in the menu. It is necessary 
to review the results obtained from 
the study of previous experience 
in the light of good food service 
and efficient operation. The dieti- 


estimated expenditures for food, 
payroll and other items then is 
discussed with the director and 
the financial officer. The dietitian 
should be prepared to support the 
budget requests with sound logic 
and facts. They must do more than 
just satisfy her needs. They must 
satisfy those of the director and 
financial officer. 

To expect or to ask that the die- 
titian conform to the last decimal 
point of the budget would be un- 
reasonable. The comparison of the 
budget with the actual costs must 
be viewed with -consideration of 
current conditions. Rising costs, 
though, can be offset to some ex- 
tent by substitutions. In a declin- 
ing market, reverse adjustments 
should: be made. 


Evaluation 


A budget gives the dietitian a 
means of evaluating the efficiency 
of her department. Keeping up to 
date on this requires close cooper- 
ation with the accounting office. 
The budget loses value unless the 
dietitian is informed, month by 
month, how results compare with 
the budget. 

Proper apportionment of the to- 
tal food budget to the various 
classifications of food will provide 
additional assistance in controling 
food costs. The percentages used 
at Mountainside Hospital, Mont- 
clair, N.J. (see table), are consist- 
ent with accepted standards. 


The accounting department, con- 


sidering variable factors which af- 
fect the meal census (days in the 
month, holidays and seasons) de- 
termines what the estimated food 
purchases should be. The dietary 
department receives this schedule. 
From it, the dietitian prepares 
records for controling the food 
purchases. 

The dietitian that is responsible 
for purchasing knows the menu 
requirements. If she finds that 
prices are out of line with the budg- 
et, she may buy cheaper substi- 
tutes. But she will be certain that 
nutritive standards are not sacri- 
ficed. 

All invoices for perishable food 
clear through the dietary depart- 
ment. From these invoices the 
dietary department learns the 
cost of the commodities that have 
been ,purchased. Items requisi- 
tioned from the storeroom are also 
priced, thereby permitting the die- 
titian to know the cost of all food 
supplies used. 

The budget schedule, previously 
mentioned, is sent to the account- 
ing office each month. Actual ex- 
penditures for the current month 
are entered. This enables the dieti- 
tian to check her figures with 
those of the accountant and to re- 
view her own results. 

Comparison of the actual results 
with the budget estimates pro- 
vides the dietitian and administra- 
tor with the operating records. In 
addition to the information on ex- 
penditures for food, the dietitian 
needs figures on raw food costs for 
each patient day and per capita 
day for the current month and ac- 
cumulative for the period. Com- 
parisons of the present with pre- 
vious months and years should be 
made on the basis of these raw 
food costs.—MARGARET GILLAM. 
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PLANNING AND MEETING THE FOOD BUDGET 


Percentage apportionment of food budget and purchases, Mountainside Hospital, 
Montclair, N. J 


Budget Actual Budget Actual Budget Actual Budget Actual 


1945 1946 1947 


Meat, fish, poultry 30.00 30.92 30.94 28.09 31.15 30.40 30.40 28.70 
Bread, cakes, pastry 4.92 4.62 4.21 4.48 4.34 4.33 4.66 4.12 
14.51 13.68 14.14 14.14 14.14 14.74 14.36 15.53 
17.26 18.26 18.40 18.61 18.48 17.66 17.27 18.20 
17.05 17.26 16.95 16.56 16.31 13.87 14.19 11.85 
16.26 15.26 15.36 18.12 15.58 19.12 21.60 


000 : 
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tian should ask herself these ques- 
tions: Does the cost represent a 
reasonable average? Have _ the 
meals had the proper nutritive 
value? Have they pleased the pa- 
tients and employees? 

The planned budget covering 


Butter, eggs, cheese 
Milk, cream, ice cream 
Fresh fruits & vegetables 
General groceries 
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MEDICAL REVIEW 





The Responsibilities for Uniform 
INTERN APPOINTMENT 


N NOVEMBER 15, 1948, hospitals 
O again will appoint interns in 
accordance with the plan for uni- 
form placement. In order that the 
aim and objectives of the plan be 
understood by hospitals and medi- 
cal schools, the Committee on In- 
ternships has reviewed its basic 
procedure. On June 19, the com- 
mittee reworded paragraphs three 
and four (see box) to clarify hos- 
pital procedure in tendering ap- 
pointments and the responsibili- 
ties of the applicant relative to his 
acceptance. Strict observance of 
these changes should promote bet- 
ter understanding and relation- 
ships between hospitals and appli- 
cants for internship. 


Status 


In January the Association’s 
Council on Professional Practice 
sent intern questionnaires to 807 
hospitals (see Medical Review, 
March 1948); 408 replies were re- 
ceived. Of these hospitals, 94.6 per 
cent said they complied with the 
plan in 1947; 65.4 per cent indi- 
cated they desired to comply again 
in 1948; 84.8 per cent said that 
they would cooperate with the 
Same or a modified plan, and 52 


per cent favored some discrimina- 
tory action against those who had 
not cooperated. 

The results of the quest for 
interns, as reported by hospitals, 
were as follows: 

Thirty-eight per cent secured 
100 per cent or close to 100 per 
cent of full quota, 42 per cent ob- 
tained up to three-fourths of those 
desired and 20 per cent obtained 
none. The last figure was almost 
identical with that determined by 
the Council on Education of the 
American Medical Association. 

Already, the plan for uniform 
placement has accomplished sever- 
al of its aims and objectives. Medi- 
cal school authorities believe that 
it has permitted the graduate to 
get the best internship available. 

From the hospital viewpoint, 
confusion has been reduced by 
limiting to one month the consider- 
ation given to an applicant. Hos- 
pitals also have been stimulated 
to appraise their education pro- 
grams more carefully. Improve- 
ment in the quality of educational 
opportunities as well as an increase 
in the number of internships of- 
fered by hospitals has been the 
trend of the past 10 years. 


The plan for uniform placement 
obviously cannot distribute interns 
to the satisfaction of all hospitals. 
This is because of the current dis- 
parity between the number of ap- 
proved internships and medical 
school graduates seeking them. Ac- 
cording to the Journal of the Amer- 
ican Medical Association, medical 
graduates increased from 5,194 in 
1938 to an estimated 5,716 in 1948, 
or 12 per cent. Simultaneously the 
number of approved internships 
went from 7,354 in 1938 to 9,118 in 
1948, a 24 per cent increase. 

The gap between the number of 
available interns and internships 
is expected to reach 3,402 in July 
1949. This shortage has _ been 
caused by at least six factors. Since 
1938, 76 more hospitals have been 
approved for internships. In this 
10-year period there have been 35 
per cent more patient admissions, 
an increase in intern requirements 
of Army and Navy hospitals and 
a decrease in the number of two- 
year internships from 1,738 (1939) 
to only 979. Other factors are the 
trend towards the one-year intern- 
ship and the apparent concentra- 
tion of interns in large hospitals 
and teaching institutions. 

Contrary to the impressions of 
those who have not studied recent 
statistics carefully, hospitals with 
medical school affiliations as well 
as those without have been unable 
to fill their quotas completely. To- 
day only 33 per cent of all hospitals 
have complete intern staffs. 

Most significant is the trend to- 
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PLAN FOR UNIFORM INTERN PLACEMENT 





For Internships Beginning July 1, 1949 


This plan was drawn up by the Committee on In- 
ternships composed of representatives from the Amer- 
ican, Catholic and Protestant Hospital Associations, 
the American Medical Association and the Association 
of American Medical Colleges. It has been submitted 
to the executive bodies of each association for ap- 
Proval. Points 3 and 4 are revisions of an earlier draft. 
The American Hospital Association has approved it. 

1. Application and credentials to be submitted only 
through the dean’s office to hospitals, with the date 
for filing applications and release of credentials by 
the medical schools set at October 15, 1948. Creden- 
tials ordinarily will consist of an executed application 
blank and a letter from the dean, but do not preclude 
such letters from members of the faculty as they may 
wish to write, unsolicited by the candidate. 

2. Applicants may visit hospitals and be interviewed 


MPP Do ooo. oY 


by hospital intern committees but the hospital admin- 
istration shall not commit the hospital nor obligate 
the applicant or potential applicants before November 
15, 1948. 

3. No intern appointments shall be tendered prior 
to November 15, 1948, to applicants who are members 
of the senior class in medical schools. Notice by tele- 
gram is preferable. Hospitals may decline an applicant 
at any time. 

4. Applicants shall send notice of acceptance or re- 
jection of appointments so that they are received at 
hospitals by midnight of November 18, 1948; but com- 
mitments by applicants shall not be required prior to 
that time. 

5. These regulations shall apply. only to under- 
graduate medical students who have not completed 
the fourth year of their medical school course. 
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ward an increasing concentration 
of interns in hospitals of 450 or 
more beds. In 1939, when intern 
vacancies were relatively few, a 
fairly equitable distribution was 


evident among hospitals of various © 


sizes. Any inequality was confined 
to hospitals of 150 beds or less, 
and even this was slight. Today, 
though, the smaller hospitals have 
been affected considerably more. 

Currently, 54.8 per cent of hos- 
pitals over-450 beds have reported 
full intern complements, with less 
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than 2 per cent reporting vacan- 
cies in excess of one-half of those 
offered. Only 29.3 per cent of the 
hospitals of 150 beds or less, how- 
ever, reported no vacancies. An- 
other 37.5 per cent showed vacan- 
cies of more than one-half of those 
available. Though the inverse pro- 
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portion between the bed capacity 
of the hospital and the number cf 
internship vacancies is fairly con- 
stant for all groups of hospitals, a 
reasonably broad distribution of 
interns continues to prevail. 


Significance 

As these figures show, the medi- 
cal graduate prefers the large hos- 
pital and the one that offers, in 
his estimation, the best education- 
al activities. 

The number of two-year intern- 
ships available, an important fac- 
tor in distribution of interns, has 
dwindled to almost one-half of the 
number 10 years ago. Whether this 
represents slowness on the part of 
hospitals to convert from their 
shorter war programs or an inter- 
pretation that two-year internships 
are not in demand and could not 
be filled, is presently undeter- 
mined. . 

Distribution of interns to the 
satisfaction of all hospitals by ar- 
bitrary allotment or even by com- 
pulsion would be impossible be- 
cause of the lack of balance be- 
tween the number of medical grad- 
uates and approved internships. 
Hospital administrators and medi- 
cal educators thus are confronted 
with a difficult problem. 

Two possibilities for future im- 
provement merit further consider- 
ation: A two-year internship as a 
preparation for general practice 
and the organization of a two-year 
educational program, the last year 
of which is so arranged that credit 
toward specialty training is al- 
lowable. 

Until a better plan is devised, 
hospitals and medical schools are 
urged to universal conformance 
with the uniform plan. Adminis- 
trators and intern committees 
should reappraise the educational 
programs of their hospitals. Wher- 
ever possible, a strengthening of 
these programs is advisable even 
though it is obvious that all satis- 
factory appointments. cannot be 
filled. 

As in the past, 56 per cent of all 
hospitals offer interns $50 a month, 
36 per cent from $51 to $100 and 
only 7 per cent more than $100. 
Generous allowances, though, do 
not appear to obviate the impor- 
tance of a well conceived and well 
supervised program for intern in- 
struction. Too often members of 
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the staff fail to devote sufficient 
time and energy to advise and 
train the intern. 


Sensitivity to Streptomycin 

Dermal irritations of external 
origin among hospital employees 
can be a source of considerable 
concern to hospital authorities and 
physicians. They pose two prob- 
lems. One is finding the cause of 
irritation, Another is eliminating 
the employee’s contact with the 


substance to which he is sensitive. 
This often requires that he either 
be reassigned or temporarily re- 
leased from his assigned duties. 

Common examples of such sensi- 
tivities or contact forms of der- 
matitis (as they are usually diag- 
nosed) are dishwater hands and 
irritations caused by soaps, deter- 
gents, lacquers, synthetic rubber 
and a variety of chemicals. 

A recent report in the Journal 
of the American Medical Associa- 
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tion by three physicians from the 
department of medicine and sur- 
gery of the Veterans Administra- 
tion adds streptomycin to this long 
list of offending substances. It in- 
fers that nurses, pharmacists, lab- 
oratory technicians and others con- 
cerned with the administration or 
handling of streptomycin are in 
danger of developing a sensitivity 


-to the drug. 


The report cited topical manifes- 
tations of sensitivity by six nurses 
over a 20-month period. Charac- 
teristic symptoms were those of 
an initial erythema of the hands 
followed by itching and a rash 
usually transmitted to the face by 
contact with unclean hands. 

For the prevention of sensitivity 
reactions, the report recommended 
the wearing of gloves and hand 
washing before and after handling 
streptomycin. When there is doubt, 
the diagnosis may be established 
by routine intradermal testing for 
sensitivity to streptomycin. 

In treating these skin lesions, py- 
ribenzamine proved more effective 
than benadryl for the relief of 
symptoms. 


Research on Colds 


A germ called Vi4A, obtained 
about a year ago from the nasal 
washings of a man in the initial 
stages of a cold, has been growing 
on fertile hens’ eggs for almost a 
year. Sixty healthy men _ volun- 
teered to have their noses sprayed 
with this germ. Fifty-seven of them 
developed the same kind of cold as 
affected the original patient. Vi4A 
is not a bacterium; experiments 
suggest that it is a virus of about 
the same general size as the influ- 
enza virus particles but easily dis- 
tinguished from them. 

Isolation of a “cold germ” may 
be of major significance to the sci- 
entific prevention and control of 
the common cold. Though V14A 
probably is not the only germ that 
causes colds, according to Science 
News Letter “there is no doubt 
that it is one of them, and now 
that the scientists have got it in 
their eggs and can keep it there, 
they can go on to the hard job of 
trying to find a way of curing oF 
preventing the cold it causes.” This 
is much more than the hard pressed 
scientists have ever had before and 
easily may prove a landmark in the 
struggle against the common cold. 
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THE BACON LIBRARY 





Analyzing Voluntary, Compulsory 
PREPAID HEALTH CARE 


WO NEW BOOKS now in the 

American Hospital Association 
Library will have special appeal to 
those connected with or interested 
in prepaid health and hospital care. 
The two approaches — compulsory 
and voluntary — are analyzed in 
“Voluntary Medical Care Insurance 
in the United States” by Dr. Franz 
Goldmann and ‘The Issue of Com- 
pulsory Health Insurance” by the 
Brookings Institution. 


THE IssUE OF CoMPULSORY HEALTH IN- 
SURANCE. 271 pp. Washington: The 
Brookings Institution. 1948. 

This is a study of available evi- 
dence relating to the provision and 
distribution of adequate medical 
care to all of the people. It was 
made by staff members of the 
Brookings Institution at the request 
of the chairman of the Subcommit- 
tee on Health of the Senate Com- 
mittee on Labor and Public Wel- 
fare. The purpose was to define the 
issues and to analyze the factors 
which affect the operation of a 
satisfactory system of health in- 
surance. 

The report analyzes the health 
status of the population, the ability 
to pay for health services, the effect 
of various systems of insurance 
upon practitioners and the quality 
of care. ; 

It appraises the possibility of 
establishing a compulsory, govern- 
ment-operated program with the 
presently available health facilities. 
Included is a description of the 
types of controls and the adminis- 
trative structure which such a pro- 
gram would require. 

The last chapter of the analysis 

Includes a brief summary of the 

elements of the evidence, a list of 

Conclusions and a set of reeommen- 

dations. 

; This report denies the need for 

immediately establishing a federal 

system of health insurance. The 
ultimate decision for solution of the 

Problem is referred to state au- 

thorities. The authors admit the 
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desirability of nationwide uniform 
policies on health insurance but 
suggest that this objective should 
be achieved through state experi- 
ments. 


The report urges government to 


direct immediate attention to pub- 
lic health, preventive medicine, 
health education, construction of 
facilities, training of health service 
personnel and the provision of care 
to the medically indigent. 

Though the voluntary prepay- 
ment hospital and medical plans 
are commended in the text of the 
report, the future position of these 
efforts in the extension of health 
services is not defined clearly in the 
recommendations. Considered in 
terms of its total effect, the report 
is more cautious than it is reaction- 
ary, more liberal than popularly 
reported and less conclusive than 
might be hoped.—M.J.N. 


VOLUNTARY MEDICAL CARE INSURANCE IN 
THE UNITED STATES. Franz Goldmann. 
M.D. 228 pp. New York: Columbia 
University Press. 1948. $3. 

Aside from its great value as 
a comprehensive account of the 
voluntary medical care insurance 
movement in the United States, 
Dr. Goldmann’s latest book is not 
only very readable but valuable 
for anyone professionally interest- 
ed in the health field. After the 
author published in 1945 his ““Pub- 
lic Medical Care,’ the inevitable 
next step was growth and 
development and the future of 
the voluntary system for health 
care. 

In the present volume Dr. Gold- 
mann starts with a discussion of 
the principle of medical care in- 
surance and descriptions of the 
various kind of voluntary plans. 





The Bacon Library department is 
edited by Helen V. Pruitt, librarian. 
Address inquiries to the Bacon Li- 
brary, American Hospital Associa- 
tion, 18 E. Division St., Chicago 10. 











The second chapter traces, in 
chronological order, the develop- 
ment of this idea in the United 
States. The attitudes of the na- 
tional voluntary organizations are 
summarized, including those of 
the American Hospital Associa- 
tion, farmers’ groups, labor un- 
ions. 

A chapter is devoted to the 
cash indemnity plans offered by 
commercial insurance companies. 
The Blue Cross and the Blue 
Shield service plans are analyzed 
carefully in two chapters with 
paragraphs on their achievements 
and_ shortcomings. Individual 
practice and group practice plans 
initiated by physicians conclude 
the documentary portion of the 
book. 

The concluding chapter is a dis- 
cussion of the limitations and po- 
tentialities of voluntary plans. 

From a study of this book, the 
reader will obtain the necessary 
background information to enable 
him to arrive at his own opinion. 
—H.V.-P. 


For Attendant Nurses 


TEXTBOOK OF ATTENDANT NursInc. Kath- 
arine Shepard, R.N., and Charles H. 
Lawrence, M.D. 2nd edition. 419 pp. 
New York: .Macmillan. 1948. $3.50. 
With the increased. interest in 

the training of attendant nurses, 

the reprinting of the second edi- 
tion of this well known text is 
timely. 

Miss Shepard is the director of 
the Household Nursing Associa- 
tion in Boston, and Dr. Lawrence 
is assistant professor of medicine 
at Tufts Medical School. 

The materials for instruction 
are divided into four sections: 
Elementary anatomy and phy- 
siology, with descriptions of com- 
mon pathology, elementary dietet- 
ics and nutrition, nursing proce- 
dure, and a general discussion of 
behavior, private nursing and other 
subjects. 

The section on nursing has a 
chapter on hospital housekeeping. 
Attendant nurses taught by the 
authors obtain their practice both 
in hospitals and in a practice 
house. A description of the course 
by hour and subject is given in 
the appendix. 

Suggestions made by the vari- 
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ous hospital instructors have been 
used in revising the text. The es- 
sential information which the at- 
tendant must possess has been in- 
cluded; there is no extraneous 
material. 


Blueprint File 


The Bacon Library has received 
several new and interesting addi- 
tions to its collection of hospital 
plans. Included are blueprints for 
the new Hartford (Conn.) Hospital 
and the Children’s Hospital in Om- 
aha, Neb. 

Other recent additions to this 
collection are: The Student Health 
Service Building, University of 
Michigan, Ann Arbor, 60 beds; 
Arlington (Va.) Hospital, 107 
beds; Medical and Surgical Build- 
ing for the Vermont State Hospi- 
tal, Waterbury, 130 beds, and the 
General Hospital and Tacoma In- 
dian Hospital, Tacoma, Wash., 335 
beds. 

This collection of blueprints is 
available for examination in the 
library, but they may not be re- 
moved. Member hospitals, how- 
ever, may secure copies for study 
by paying costs for photostatic 
reproduction.—R.H. 


Clarifying “Personnel” 


PERSONNEL ADMINISTRATION. Paul Pi- 
gors and Charles A. Myers. 553 pp. 
New York: McGraw-Hill Book 
Company, Inc. 1947. 

Just as the number of personnel 
departments and personnel admin- 
istrators has increased, so has the 
need for establishing the position 
and functions of a personnel de- 
partment in an organization. This is 
a germinal idea behind a clear ex- 
position of the philosophy, theory 
and practice of personnel adminis- 
tration. The authors are associate 
professors of industrial relations at 
the Massachusetts Institute of 
Technology. 

This book is addressed primarily 
to students, persons just entering 
personnel positions in industry and 
business and personnel administra- 
tors who wish to review their own 
techniques and principles. Yet it 
also is valuable to the administra- 
tor or department head who seeks 
a better understanding of some of 
his human relations problems. 

“Personnel Administration” con- 
stantly lays stress on the fact that 
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the personnel administrator is a 
staff official. As such, he must re- 
port to the head of the organization. 
This is so well explained, step by 
step, that the book should be re- 
quired reading for the president or 
administrator of every organiza- 
tion. 

This book’s approach to the sub- 
ject of employees is new in that it 
carefully and clearly explains the 
philosophy behind the various 
functions of employees. Most of the 
study in this field has dealt merely 
with systems and techniques. 

Each chapter briefly presents the 
elements of one topic, hitting only 
the high spots instead of attempting 
much detailed discussion. Topics 
discussed are: The nature of per- 
sonnel administration, handling 
personnel problems, diagnosing or- 
ganizational stability, building and 
maintaining work teams, wages 
and hours, employee services and 
programs and in conclusion, the 
personnel point of view. 

A third of the text is a discussion 
of the case histories which drive 
home the principles discussed. This 
technique is beneficial since it 
forces the reader to think through 
to the solution of the various prob- 
lems presented. 

Several copies of this book are 
available in the American Hospital 
Association Library.—A.R.S. 


Self-Supporting Clinic 
How LAayMEN Cut MEDICAL Costs. 
Public Health Institute. 35 pp. Chi- 
cago: The Lakeside Press. 1948. 
After World War I, two Army 
Medical Corps physicians came 
home to Chicago deeply impressed 
with the way the Army had at- 
tacked the venereal disease prob- 
lem. This is the story of how they 
gave the same opportunity to the 
people of their city—The Public 
Health Institute, a self-supporting 
low-cost venereal disease clinic. 


Nursing Conferences 

The library has received a copy 
of the report of three regional con- 
ferences held in connection with 
a study of schools of nursing en- 
titled, ‘‘A Thousand Think To- 
gether.’’ This report is published 
by the National Nursing Council, 
1790 Broadway, New York City. 
Copies may be obtained from the 
Council at $2.50 each. 
This 209-page report tells of the 





results of the conferences held in 
Washington on October 23-25, in 
San Francisco on November 17-20, 
and in Chicago on December 4-6. 
—H.V.P. 


Costs of Poliomyelitis 

Just received is a 38-page mime- 
ographed publication entitled “A 
Cost Study of Poliomyelitis Care 
in General Hospital.” Copies of this 
are available in the Association li- 
brary. 

This report was prepared by a 
study group through the course in 
hospital administration at the 
School of Public Health, University 
of Minnesota. Members of tf! 
group were administrative interis 
working under the direction of 
Arthur H. Hibson of the teaching 
staff. 

The purpose of the study was to 
compare the cost of hospital care 
of poliomyelitis patients in a gen- 
eral hospital with the cost of care 
of non-poliomyelitis patients.. It 
makes the following comparisons: 

1. The cost of care of the aver- 
age poliomyelitis case is consider- 
ably higher than that of the aver- 
age non-poliomyelitis case. 

2. The cost of caring for differ- 
ent types of poliomyelitis varies 
widely but the cost of care of the 
spinal type of poliomyelitis has the 
most effect in determining the 
average cost of poliomyelitis cases. 

3. The cost of caring for polio- 
myelitis patients, in both the acute 
stage and the non-acute stage, is 
higher than the average cost of 
caring for the non-poliomyelitis 
patient. 

4. The cost of caring for polio- 
myelitis patients during the acute 
stages of illness is much greater 
than the cost of caring for the 
poliomyelitis patient during the 
full cycle of hospitalization. 

5. Only the cost of care of the 
non-paralytic type of poliomyelitis 
approximates the cost of the non- 
poliomyelitis patient. 

6. The high cost of care of bul- 
bar type poliomyelitis had a slight 
effect on the average cost of polio- 
myelitis care. 

7. There is a marked difference 
in the cost of care of non-polio- 
myelitis patients by major service 
classifications. 

8. That component which ex- 
erted the most influence on cost 
was bedside nursing care. 
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Wholesale Price Index Climbs to 
NEAR ALL-TIME HIGH 


HIS IS ALMOST the biggest price 
OF  shiey in history ... almost. For 
months now, price statisticians 
have been waiting for the whole- 
sale commodity price index to pass 
its May 1920 peak. Late in June 
they were sure the time was at 
hand. Wholesale commodity prices 
on June 26 were 166.7 per cent of 
their 1926 average — only three 
tenths of one per cent below that 
all-time record. The week of July 
3 was expected to show a new 
peak. It did not . . . not quite. 

July 3 figures showed the index 
at 166.7 again, still 0.3 per cent 
below the May 1920 high. Prices 
had risen in the week from June 
26 to July 3, but sharp drops in 
grains and farm products had ex- 
actly offset other increases, leaving 
the index the same for all com- 
modities. 

A glance at Table 1 will show 
that practically everything went 
up during June, the average in- 
crease being 1.5 per cent. Of the 
major items, only textiles showed 
a decrease. 

A year ago everyone wondered 
how long prices could continue to 


farm products, raw materials and 
foods. Building materials, besides 
being expensive, are difficult to ob- 
tain. Steel is a primary bottleneck, 
and this commodity seems to be 
getting more expensive and less 
plentiful. A congressional commit- 
tee is trying to find out why. 
With building materials at their 


present levels, with no signs of 
coming down, hospital construc- 
tion will suffer. Even the Hill-Bur- 
ton program can not be fully effec- 
tive until this situation is eased. 
As for that all-time high: It may 
be here by the time this issue of 
HosPITALS reaches its readers, but 
this seemed doubtful last month. 
One Labor Department statistician, 
aman who has spent his life watch- 
ing the ups and downs of com- 
modity prices, believes the new 
peak will not be reached before 
autumn. Expected declines in farm 
products are the reason for his op- 
timism. “Besides,” he said, ‘that’s 
one record I’m not anxious to see 


broken.” 





COMMODITY 
1948 


All commodities 
Farm products 
All foods 
Textile products 
Fuel and lighting 
materials 
Building materials 
Chemicals and allied 
products 
Raw materials 
Semi-manufactured 
articles 142.1 
Manufactured products..142.7 
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index. 
Source: Bureau of Labor Statistics. 


TABLE 1—A RECORD ALMOST BROKEN 


Weekly Index Numbers of Wholesale Prices—1926=100 


June 28 Jan. 3 June 5 June 12 June 19 June 26 July 3 
1947 1948 4 


The weekly index is calculated from a one-day-a-week price. It is designed as an 
indication of week-to-week changes and should not be compared directly with the monthly 
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TABLE 2—THE TREND OF INFLATION 


Mont! ly Index Numbers of Wholesale Prices—1926=100 


May May May May May 
1938 1940 1942 1944 1947 


All commodities 78.1 ; 98.8 
Farm products = ‘6Te0 A x 
Foods eae A 
Textile products ........ 
Cotton goods 
Fuel and lighting 
materials 
Anthracite coal 
Bituminous coal 
Electricity 


rise. Yet, Table 1 shows wholesale 
prices for all commodities to be 
12.9 per cent above their June 28, 
1947, levels, and some items—fuel 
and lighting materials, for exam- 
ple—are more than 28 per cent 
higher than a year ago. Not a single 
recorded item ‘is lower. Even the 
easing off caused by the February 
market break is being overcome. 
Most prices have regained their 
losses. Only farm products, raw 
materials and semi-manufactured 
articles were still below their Jan- 
uary 3 figures last month, and the 
latter two seemed ready to catch materials + 94. 92.2 
up. Farm ducts may stay below a 6 82.0 
produc y stay 5 
their January 3 levels indefinitely. Sah aareme ina ; = 
On July 3, the wholesale dollar Mean. a1 | (Sts 
Alig Casdl gr iaamaaaa Nle g apenlllt SE 
ae. F P *Figures not available at press time. 
Building materials are still the 
farthest out of line, followed by 
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Cooperation Is Required ‘To Make 
SIMPLIFICATION WORK 





MANUFACTURER WHO furnished 
a reprint of the simplified list 
of hypodermic needles in a recent 
issue of HOSPITALS was doing hos- 
pital administrators and purchasing 
agents a favor. However much I 
may believe and wish that the 
manufacturers could limit produc- 
tion to the list on which all groups 
have agreed, I must admit the logic 
of their position that if hospitals 
and surgeons continue to call for 
their sizes, they will produce them. 
But a manufacturer’s willingness 
to use advertising space to list 
these needles is a sign of their 
willingness to cooperate. 

It is almost four years since this 
list of needles was agreed on by 
the manufacturers, the hospitals, 
and the American College of Sur- 
geons. It seems, therefore, that by 
this time every hospital buyer 
should have had this list under the 
glass top of his desk, and every 
hospital storekeeper should have 
reduced the stock on his shelves al- 
most to these items. Yet it was re- 
ported recently that one hospital is 
stocking practically every size 
needle made by one of the large 
manufacturers. 

It is encouraging to note that this 
list was reprinted in response to 
popular request. It indicates that 
some effort, perhaps widespread, 
is being made to reduce usage to 
the 22 needles on the list. Those 
who are struggling to achieve this 
goal should be encouraged in their 
efforts. The sooner all hospitals 
back this campaign sincerely, the 
sooner will all hospitals benefit 
from its success. 

The manufacturer will supply 
needles for which there is a de- 
mand. It can be said with apprecia- 
tion, however, that the listings now 
show many former sizes ‘“discon- 
tinued.”’ Many doctors still insist 
on their particular favorite, though 
they are not included in the 22. 
This puts the hospital in the middle 
in this campaign. And it is the hos- 
pital which is going to benefit most 
from adherence to the simplified 


list. 
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WALTER N. LACY 
PURCHASING AGENT 
ST. LUKE'S HOSPITAL, CLEVELAND 


Administrators, purchasing 
agents and storekeepers know that 
it costs more money to carry 42 
sizes of needles in stock than 22. 
More space is taken up; more 
money is tied up in inventory; 
more labor is required to fill re- 
quisitions; more time is needed for 
taking stock; more expense is in- 
volved in ordering and receiving, 
and there is more opportunity to 
lose or overlook something. And 
still there is a good chance that 
some desired sizes cannot be sup- 
plied. In the interest of economy, 
every hospital should be a sub- 
scriber to this simplified list, not 
with lip support only, but in prac- 
tice. 

The purchasing agent may feel 
that if a physician wants a 20x5” 
spinal needle, he should have it, 
but when competent authorities in 
the American College of Surgeons 





Still Other Projects 


The Committee on Pur- 
chasing, Simplification and 
Standardization, which took 
part in the negotiations for 
fewer hypodermic needles has 
17 projects of simplification 
and standardization in proc- 
ess. 

These programs can be 
worked through to comple- 
tion by all concerned, but it 
remains for the hospital con- 
sumer to request the products 
in accordance with specifica- 
tions to make the projects 
successful. This committee of 
the American Hospital Asso- 
ciation, in cooperation with 
manufacturers, the American 
Standards Association, the 
National Bureau of Standards 
and other similar agencies, 
has been working for fewer 
varieties since 1923.—LEON- 
ARD P. GouDy. 














are satisfied that a 20x4” or 20x38” 
(both of which are included in the 
list) can serve all essential and 
practical purposes, individual sur- 
geons and physicians ought to be 
able to cooperate. The doctor who 
refuses to use the 25x5/8” needle 
which the hospital offers him and 
demands a 25x1/2” (not a 26x1/2”) 
or insists on a 21x2” luer needle 
when a 22x2” is available may be 
hard pressed to prove his demand 
is not a whim. 

As soon as administrators and 
purchasing agents who ‘may have 
adopted a policy of adherence to 
the simplified list make exceptions, 
and just as soon as one surgeon is 
allowed to have a needle not on 
the list, the door is open. In a few 
months the stock room will carry 
44 instead of 22 sizes of needles. 

I have been instructed by the 
superintendent of this hospital that 
needles not included in the list of 
22 are not to be purchased for the 
hospital without the approval of 
the superintendent and medical 
council. In three years since that 
instruction was announced there 
has been hardly an exception. Hos- 
pitals can adhere to this simplified 
list if they really want to. 

When doctors are open minded 
enough to realize that they can use 
what other experts use, and when 
hospital officials are known to 
mean what they say when non- 
listed needles are refused, the 
manufacturers then will further 
increase their list of “discontinued” 
sizes. The available sizes then too 
will be produced in larger quanti- 
ties at lower cost for each needle. 

If the 22 needles are not an ade- 
quate selection, the number could 
be increased to 32 or 48 if neces- 
sary. But when there is agreement 
among manufacturers, surgeons 
and hospitals on an adequate list 
(and all thought this had been 
done), all three groups should co- 
operate. All ‘have a stake in the 
results and all have a share in the 
blame for failure. But the hospital 
through its administrator, surgical 
supervisor, purchasing agent and 
storekeeper, will have to say to 
the doctors, “These and these only 
will we furnish you,” and to the 
suppliers, “These and these only 
will we buy.” The hospitals, being 
in the middle, can and must accept 
the major share of responsibility 
for making a good idea work. 
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MODERN surgical methods require 
modern anesthetics - - « - modern anesthetics require 
modern explosion-proof electrical equipment. 


al, 


Eplosion-Yrooe CONDULETS * 


meet these needs in new hospitals 
and in modernization programs. 


: 


| 
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Without modern anesthetics, present day marvelous surgical accomplishments would 

be impossible. That these anesthetics are highly explosive may be unfortunate, but the 

; danger of explosion can be eliminated by the use of safe techniques and explosion- 

os ij proof electrical equipment. One without the other is insufficient. Any surgeon who has 

c O N pD U L E T | experienced an anesthetic explosion needs no other testimony to convince him that reliance 

Rec acta ee upon human precautions alone is inadequate. For safety, all causes of possible ignition 
Le must be removed. 


HOSPITALS The National Fire Protection Association and Article 500 of the 1947 National Electrical 
Code list the requirements for safe electrical installations in hospital operating rooms. 
Crouse-Hinds CONDULET equipment for operating rooms is scientifically designed and 
carefully manufactured to meet these requirements. 


In addition to the explosion-proof CONDULETS shown in the illustration above, the 
complete line consists of dozens of other items including replacement units, by which a 
considerable degree of safety can be achieved in older buildings without a complete new 
electrical installation. They are all described in Bulletin 2589, ‘““Explosion-Proof CONDULET 
Electrical Equipment for Hospitals”. Bulletin 2595, “Electrical Wiring and Equipment for 
Hospital Operating Rooms”, gives facts and figures by the National Fire Protection Asso- 
ciation on hazards.in operating rooms and how to prevent explosions, Write for your 
FREE copies. 


Ot IPMENT 


*CONDULET is a coined word registered in the U. S. Patent Oftice, 
It designates a product made only by the Crouse-Hinds Company. 
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CROUSE-HINDS COMPANY Nationwide 


De teateltts tsa 
Syracuse 1, N.Y. Through Electrical 


‘ Offices: Birmingham — Boston — Buffalo — Chicago — Cincinnati — Cleveland — Dallas 
CON DULETS Denver — Detroit — Houston ~ Indianapolis — Kansas City —Los Angeles Wholesalers 
F iE ele)o) a GHTS Milwaukee — Minneapolis — New York — Philadelphia — Pittsburgh 
SAT Portland, Ore.—San Franciz-o—Seattle —St. Louis — Washington. 
TRAF F i Cc Ss I G N A L Ss Resident Representatives: Albany — Atlanta—Charlotte—New Orleans—Richmond, Va, GC N 
AIRPORT LI GHTING CROUSE-HINDS COMPANY OF CANADA, LTD., Main Office and Plant: TORONTO, ONT, <> 
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PURCHASING NOTES 





A Radical Departure in Purchasing Plans 


GREAT BRITAIN IS coming up 
with a radical departure from usu- 
al purchasing methods in its radi- 
cal national health plan. The plan 
has been proposed by the Ministry 
of Health as part of the program 
of state control of hospitals. 


All purchasing will be done na- 
tionally, regionally or locally, ac- 
cording to the type of article or 
equipment to be bought, if the 
proposal is carried out. 

While cooperative purchasing is 
not new, by any means, the com- 
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pulsory feature of -the British 
scheme is. Cooperative purchasing 
on a voluntary basis has been ac- 
cepted in many places. 

The benefits of standardization 
are well recognized but it also must 
be recognized that some allowances 
must be made for local conditions 
and idiosyncrasies. It is doubtful 
if much allowance can or will be 
made under a state-controlled pur- 
chasing system. Purchasing agents 
will watch to see how successful a 
compulsory program of standardi- 
zation will be and if it will com- 
pare favorably with the voluntary 
system of compliance here. 

With the strenuous efforts being 
made in Britain to increase ex- 
ports, it is likely that purchasing 
agents in this country will be able 
to observe development of new 
equipment under this program. 
They will observe, as well, the ex- 
tent to which supplies can be 
simplified by reduction or elimin- 
ation of sizes and types. 


Standards for Casters 


Commercial standards for cast- 
ers, wheels and glides for hospital 
equipment have been written by 
the National Bureau of Standards. 
The American Hospital Association 
sponsored the project. When agree- 
ment has been reached by all con- 
cerned, the standard will be avail- 
able as a printed document from 
the Superintendent of Documents 
at Washington, D.C. 

Of particular interest are two 
recommendations. One deals with 
the labeling of shipments to assure 
the purchaser that the articles 
comply with all requirements of 
the standard. The second desig- 
nates the correct size and type of 
caster or wheel to be used for each 
article of hospital equipment. 

Replacement of worn out wheels 
or casters will be simplified. The 
result will be less idle or immobil- 
ized equipment while waiting for 
new parts. 


Stock Catalogues 

Several hospitals, including the 
New York Hospital and the Uni- 
versity Hospital at Ann Arbor, 
Mich., have prepared catalogs of 
stock items carried in their stores 
departments. 

When used by ward or depari- 
ment employees in the hospital 
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“The professionals 


who made the campaign 


CLICK” ae 
“Volumes could be written about the successful United Hospital 
Fund campaign . . . There are two factors warranting supple- Wi 








mental treatment. One is the extremely broad base on which 
contributions were made. The other deals with services of the 











Ketchum organization—the professionals who made the cam- 





paign click. 


Box Score on the United Hospital 
Fund Campaign for the Spencer & 
City Hospitals at Meadville, Pa. 


“The oversubscription of the campaign quota is the best answer 
to critics who have assailed the expenditure of funds for pro- 
fessional services. They seem to approve the employment of 
other expert services—architects, engineers, etc. They seem to GOAL: $950,000 
overlook the fact that fund-raising is a skilled profession, re- RAISED: _— $1,100,856 


quiring years of training and experience. SUCCESS HIGHLIGHTS: Unusually 
high percentage of the goal was con- 
“The hospitals received exactly what they paid for—competent tributed by general subscribers; banner 
hel P performance by rural areas (their total 

elp to put the campaign over the top. It went over by much nearly $75,000); an amazing performance 
by employee groups (total subscriptions 


more than enough to pay all expenses of raising the money.” 
es nearly $300,000). 








—From an editorial in the Meadville, Pa. Tribune-Republican, 
June 5, 1948, by its editor, Robert S. Bates. 
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FULLE 
LAUNDERABLE 
SWEEPING MOP 


BOTH SWEEPS ceved DUSTS 


The Fuller Launderable 
Sweeping Mop cuts down 
cleaning time and saves you 
money because it combines 
the sweeping and dusting 
operations in one. Fully wash- 
able, 4-ply cotton yarn has 
long trim for covering large 
floor surfaces. One piece con- 
struction...easily removed by 
means of zipper opening. No 
tape ties to pull off. No di- 
vided sections. In sizes from 
12” to 48", with a 6” spread 


between sizes. 


TELEPHONE your Local Fuller 
Branch Office or write 


ce FULLER BRUSH c. 


INDUSTRIAL DIVISION 
3564 Main St. * Hartford 2, Conn. 





In Canada: Fuller Brush Co., Ltd., Hamilton, Ont. 





for requisitioning supplies, they 
foster uniformity of description 
and inform the person preparing 
the requisition what items are car- 
ried in stock regularly. The plan 
has further value because it pro- 
motes a program of standardization 
and simplification within the hos- 
pital; those ordering must limit 
their selections to the sizes and 
styles known to be on hand. 

Stock items are listed in the 
catalog according to departments 
(medical, housekeeping, dietary). 
These main groupings are further 
subdivided into such divisions as 
envelopes and catheters. 

The department, group, article, 


| type and size may be designated by 


a stock number. These numbers 
might be either a combination of 
letters and numbers or the Dewey 
decimal system. Whatever system 
is used should be flexible enough 
to allow inclusion of additional 
items as they are placed in stock. 


Purchasing Authority 

It now is accepted generally that 
for most efficient and satisfactory 
operation, the purchasing and 
stores functions should be central- 
ized. In this way it is possible to 
combine purchases for several de- 
partments and thus take advantage 
of best quantity prices. Trained em- 
ployees without other duties that 
may be regarded as primary are 
able to give fulltime attention to 
the job. Centralized purchasing 
creates a focal point for all pur- 
chasing activities and _ fosters 
standardization of commodities, 
equipment policies and perform- 
ance. 

It has been said that small and 
large hospitals generally have cen- 
tralized purchasing but that medi- 
um sized hospitals are much less 
likely to. It is now fairly well 
established that any hospital with 
150 or more beds can afford the 
services of a fulltime purchasing 
agent. 

There is very little that can be 
said for completely decentralized 
purchasing where each department 
head buys and frequently stores 
his own supplies. This leads to 
duplication of purchases, duplica- 
tion of effort in the various depart- 
ments as well as on the part of ac- 
countants and bookkeepers. Gen- 
erally it will lead to an accumula- 
tion of dead stock. 





The age-old argument whether 
the purchasing agent or the dieti- 
tian should buy the food still rages. 
If there is cooperation between 
the two, there is no reason why the 
purchasing agent should not make 
and record the actual purchase in 
cooperation with the dietitian. She, 
as well as other department heads, 
should be consulted about require- 
ments, but thé well trained pur- 
chasing agent with sufficient time 
at his disposal is the one to make 
it his business to know about such 
things as marketing practices, 
price trends, packing seasons, 
specifications and contract terms. 

The situation becomes a little 
more difficult when the purchase 
of pharmaceuticals is involved. 
While the purchasing agent can 
become familiar with the purchase 
of meat and. groceries in a com- 
paratively short time, it is doubt- 
ful if he ever couid purchase, satis- 
factorily, pharmaceuticals inde- 
pendently of the pharmacist. It is 
satisfactory, however, for the 
pharmacist to transmit his needs 
to the purchasing agent, having 
interviewed salesmen and checked 
his stock, and allow the purchasing 
agent to complete the transaction. 


Manufacturing Drugs 

The extent to which manufac- 
turing has gained in popularity in 
hospital pharmacies and the effect 
it has had on purchasing practices 
present an interesting comparison. 

One pharmacist, by keeping an 
accurate set of records, reports 
that manufacturing has produced 
a savings of $9.85 for each manu- 
facturing hour in his hospital. This 
report suggests the idea that those 
in the purchasing departments 
might cooperate with the pharma- 
cist to set up a program for the 
manufacture of certain prepara- 
tions. Many can be prepared more 
economically than they can be pur- 
chased. 

The American Society of Hospi- 
tal Pharmacists has more than 
1,200 active members. Through 
their exchange of techniques, 
methods and formulas, they have 
improved their position in the hos- 
pital organization. Moreover, their 
work has had a good effect on the 
hospital budget by promoting the 
manufacture of drugs when econ- 
omy is important.—LEONARD Fr. 
GOuDy. 
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FRANKLIN J. FOULGER has been 
appointed administrator of the 
Memorial Hospital of Sweetwater 
County, Rock Springs, Wyo. Mr. 
Foulger was formerly the assist- 
ant administrator of the Dr. W. H. 


Groves Latter - Day Saint’s Hos- 


pital at Salt Lake City. 





Dr. A. CARLTON ERNSTENE, a 
member of the Cleveland Clinic 
staff since 1932, has been appoint- 
ed head of the division of medicine 
at the clinic. Dr. Ernstene was a 
member of the faculty of the Har- 
vard Medical School from 1927 to 
1932. 


ROBERT C. KNIFFEN, superin- 
tendent of the University of Colo- 
rado Hospitals, Denver, has re- 
signed to become the managing 
director of the New Britain 
(Conn.) General Hospital. Mr. 
Kniffen, a member of the American 
College of Hospital Administrators 
and an active personal member of 
the American Hospital Association 
since 1938, was assistant superin- 
tendent of the New York Hospital 
from 1938 to 1941 and superintend- 
ent of Paia (Paia, Maui, T.H.) Hos- 
pital from 1941 to 1942. In 1946 he 
became the superintendent of the 
University of Colorado Hospitals. 








Dr. WILBUR STRICKLAND has been 
appointed medical director of the 
Mercy-Douglass Hospital following 
a merger of the Mercy and Freder- 
ick-Douglass Hospitals. KERMIT J. 
HALL became the business manager 
and Hopart C. JACKSON, director 
of public relations. 





Dr. Aims C. MCGUINNESS has 
been appointed director of the 
Children’s Hospital of Philadel- 
Phia. Epwarp P. STREET will con- 
tinue to serve the institution as 
business manager. 





GRAYSON BROTHERS has resigned 
as assistant hospital administrator 
of the North Carolina Medical Care 
Commission, Raleigh, to accept a 
Position as the administrator of the 
King’s Daughters’ Hospital, Staun- 
ton, Va. 





Owen B. STUBBEN has been ap- 
Pointed to the newly created posi- 
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Personal “News 


tion of assistant director of hospi- 
tals for the city and county of 
Denver, Colo. Mr. Stubben is a 
graduate of the hospital adminis- 
tration course at the University of 
Minnesota and recently completed 
his administrative internship at 
the Swedish Hospital in Minne- 
apolis. 





HELEN L. LUECK has been ap- 
pointed administrator of St. Luke’s 
Hospital, St. 
Paul. She re- 
cently com- 
pleted her year 
of administra- 
tive internship 
with the Uni- 
versity Hospi- 
tals, Minneapo- 
* lis, after finish- 
ing the course 

h in hospital ad- 

ministration at 

the University of Minnesota. MaR- 

THA BorGE, formerly the adminis- 

trator, resigned to return to her 
home in Wisconsin. . 

SIBBA AXFORD replaced HANNAH 
M. BoRGERS as superintendent of 
nurses at St. Luke’s Hospital. Miss 
Axford was formerly superintend- 
ent of nurses at Mineral Springs 
Sanatorium, Cannon Falls, Minn. 





LENNA F. Cooper has resigned as 
chief of the department of nutri- 
tion of Montefiore Hospital, New 
York, to become a private consult- 
ant. She has been appointed con- 
sulting dietitian to Montefiore Hos- 
pital. 





EDWARD G. PHOEBUS JR. has ac- 
cepted a position as assistant ad- 
ministrator at Garfield Memorial 
Hospital, Washington, D.C. Mr. 
Phoebus formerly served as pur- 
chasing agent and assistant to the 
superintendent of the Maryland 
General Hospital, Baltimore. 

THOMAS J. Burns, formerly of- 
fice manager of the University of 
Pennsylvania Hospital, Philadel- 
phia, has accepted a similar posi- 
tion with the Garfield Memorial 
Hospital. 





ARTHUR G. HENNINGS has been 
appointed assistant administrator 
of the Northwestern Hospital, Min- 


neapolis, and will serve as ccmp- 
troller and director of purchasing. 
Mr. Hennings, a graduate of the 
University of Minnesota course in 
hospital administration, recently 
received his master’s degree upon 
completion of his internship at 
Northwestern Hospital. 





Dr. JEFFERSON BROWDER, one of 
the country’s leading neurosur- 
geons, has been appointed director 
of the department of surgery of 
the Long Island College Hospital, 
Brooklyn. He succeeds DR. EMIL 
GOETSCH who is retiring after 29 
years in the post. 





HOWARD B. HATFIELD resigned as 
administrator of Beverly Hospital, 
Montebello, Calif., to accept a posi- 
tion as administrator of the San 
Pedro (Calif.) Community Hospi- 
tal, effective May 1. 





JOHN D. MARTIN has resigned as 
assistant superintendent of Ball 
Memorial Hospital, Muncie, Ind., 
to become assistant director of 
Children’s Hospital, Washington, 
Dx: 


ROBERT MOLGREN has been ap- 
pointed administrator of the Susan 
B. Allen Memorial Hospital, El 
Dorado, Kan., effective July 15. Mr. 
Molgren, a graduate of the Uni- 
versity of Minnesota course in hos- 
pital administration, recently fin- 
ished his a:lministrative internship 
at Bronson Methodist Hospital, 
Kalamazoo, Mich., on a fellowship 
from the W. K. Kellogg Founda- 
tion. 





JAMES MCKELVEY JR. became di- 
rector of the Grafton (W. Va.) City 
Hospital May 1. Prior to accepting 
this position, he was associated 
with Epcar C. HayHow, director 
of the East Orange (N.J.) General 
Hospital. 





CLIFFORD L. HUBER has been ap- 
pointed administrative assistant at 
the Grand Forks (N. D.) Deaconess 
Hospital. 





Dr. SIDNEY M. SAMIs has been 
appointed assistant director of 
Montefiore Hospital, New York 
City. 





PHILIP C. ABRAMS, administra- 
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tive intern at the Hospital for 
Joint Diseases, New York City, on 
July 1 became administrator of the 
Shore Road Hospital, Brooklyn. 





GRAHAM FINDLEY STEPHENS has 


been appointed administrator of : 


the Geisinger Memorial Hospital, 
Danville, Pa., effective September 
1. He will succeed W. W. WILSON 
JR. who resigned recently. Mr. 
Stephens now is associate director 
of Barnes Hospital in St. Louis and 
an associate director of the depart- 
ment of hospital administration of 


Washington University. He is a 
member of the American College of 
Hospital Administrators and the 
American Hospital Association. 





JAMES F. EBBITTS JR. has re- 
signed as bookkeeper of the Leba- 
non Hospital, New York City, to 
return to college to continue his 
study of accounting. 





Harry H. MILLER recently was 
appointed superintendent of the 
Brownwood (Texas) Memorial 
Hospital, Inc. 
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Cross-section of double lumen 
HONOR-SMATHERS PLASTIC TUBE 





The illustration at right shows a cross-section of the double-lumen tube. 
By having the small tube, for introduction of mercury and air, buried within 
the wall of the tube, an unobstructed lumen for suction is provided. 

The unique construction of the Honor-Smathers Intestinal Intubation Tube 


provides the following Distinct Aduant 


& Ease of intubation—extremely flexible—cannot “kink” ©& 
& Extremely large capacity in suction lumen gg 
& Large size holes for suction-eliminating possibility of clogging 
& Complete control of tube at all times @ 


See Your 


Dealer 


Cat.No. 675, Size, 16 Fr. Complete with directions for use, $7.50 
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RoBerT B. WITHAM, a charter 
fellow of the American College of 
Hospital Ad- 
ministrators and 
administrator of 
the Scripps 
Memorial Hos- 
pital, La Jolla, 
Calif., died July 
4. Mr. Witham 
was director of 
the Children’s 
Hospital, Den- 
ver, from 1928 
to 1937. In 1938 
he became administrator-consult- 
ant of the Leahi Hospital, Honolu- 
lu, T.H. During World War II he 
was appointed medical supply of- 
ficer and hospital consultant for 
the Territory of Hawaii. 

After his return to the United 
States in 1943, Mr. Witham became 
the administrator of the Lincoln 
(Neb.) General Hospital. In 1947 
he joined the U.S. Public Health 
Service as a hospital consultant in 
the Pacific area. Later he came to 
Scripps Memorial Hospital. 

Mr. Witham had been an active 
personal member of the American 
Hospital Association since 1923 
and a past president of both the 
Hospital Association of Hawaii and 
of the Children’s Hospital Associ- 
ation of America. 





Dr. JOSEPH SCATTERGOOD JR., di- 
rector of Chester County Hospital, 
West Chester, Pa., died recently. 
He had served as medical director 
of Darlington Sanatorium and was 
active in the work of the local and 
state medical societies. 

Dr. BERTHOLD S. POLLAK, inter- 
nationally known tuberculosis ex- 
pert, died on June 27. He had been 
medical director of the Berthold S. 
Pollak Hospital for Chest Diseases 
since 1907. It was formerly the 
Hudson County Tuberculosis Hos- 
pital and Sanatorium, Jersey City, 
N. J., but was renamed in his hon- 
or in 1946. Dr. Pollak was a direc- 
tor of the National Tuberculosis 
Association, a past president of the 
New Jersey Hospital Association 
and had been an active personal 
member of the American Hospital 
Association since 1922. 





HERBERT W. POPPER, administra- 
tor of the Roanoke (Va.) Hospital 
since 1945 died July 1. He was very 
active in the field of aid to crippled 
children. 
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- + WASHINGTON PERSPECTIVE :- - 





Weighty Stack 


Whatever else Congress may have done or neglect- 
ed to do, it did turn out a weighty stack of health and 
hospital legislation. In the news section of this issue 
is a brief summary of what the Eightieth Congress 
did during its two years of sessions. 

Most of this legislation affects hospitals only in- 
directly, but it does indicate an increasing interest in 
the problems of the nation’s health—and of those who 
guard it. 

The Eightieth Congress showed a tendency toward 
decentralization, toward local autonomy in health 
matters. The Taft indigent care bill was constructed 
on those lines, and even the compulsory insurance 
advocates brushed up their bill to imply local control. 

Many important bills failed to make the grade. 
Time killed some, politics others. Indigent care, sci- 
entific research, margarine tax repeal, social security, 
health insurance—these issues will be back next 
year, starting their long and trying journeys through 
the legislative grinder of the Eighty-First Congress. 

The President included health insurance and social 
security in his outline of what he wants Congress to 
do in special session but few results are expected. 

The key to what the Eighty-First Congress may 
accomplish in terms of health legislation may be the 
political nature of the majority. Most of this year’s 
senatorial elections will be for seats now held by 
Republicans. Most of the Democratic seats on the 
block are in southern states. Were the Democrats to 
gain four seats in the election they would have con- 
trol of the upper chamber. 

If the Eighty-First Congress follows the lead of the 
Kightieth, more emphasis will be placed on solution 
of national problems by state and local units. If this 
happens and the local areas are to accept this respon- 
sibility, it will require even more extensive leader- 
ship and activity from “grass roots” hospital and 
health organizations. 


Campaign Notes 

While campaigning for the Oregon primary last 
May, New York’s Gov. Thomas E. Dewey was quoted 
as saying, “Compulsory socialized medicine is no 
good; no variation of it is any good. It has never 
worked wherever it has been tried; it cannot be done; 
it never will be done. .. You won't drag anything up. 
You will enlarge the volume of medical care, but 
you will utterly destroy the quality of medical care 
the minute you try that process. . . I am unalterably 
Opposed to it...” . 

About the time that Governor Dewey was invading 
the West with these spoken sentiments, California’s 
Gov. Earl Warren was invading the East with some 
different views. Governor Warren was quoted as say- 
Ing the federal government should “encourage, sub- 
Sidize and make standards” for health insurance for 
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the middle-income group, and that a health program 
to protect middle-income groups from “financial in- 
solvency” as a result of illness would not be “state 
or socialized medicine.” The Associated Press re- 
ported that he advocated a, system of prepaid medical 
care maintaining the present doctor-patient relation- 
ship, with individual states operating the program to 
suit their needs. 

With Governors Dewey and Warren as Republican 
presidential running mates, many are openly wonder- 
ing how they will resolve their differences on this 
subject. Others wonder if these differences are really 
as great as they may sound. If Governor Dewey is 
truly “unalterably opposed’? to compulsory health 
insurance, he has plenty of company on Capitol Hill. 
A sympathetic vice president probably would not be 
enough to effect a change. 


Hospital Salaries 


President Truman disappointed the Veterans Ad- 
ministration when he vetoed a bill that would have 
allowed veterans hospitals to pay prevailing com- 
munity wages for attendants, dental technicians and 
certain other classified workers (see Veterans). The 
administration had counted on receiving this author- 
ity, as the Army and Navy already have it. Veterans 
hospital authorities feel that even the $330 govern- 
ment pay raise is not enough to encourage workers 
to come into their institutions. Most civilian admin- 
istrators probably do not agree. 

An unofficial sample survey of a veterans hospital, 
an Army hospital, a nonprofit hospital and a proprie- 
tary institution in the same Eastern city throws some 
light on comparative salaries. 

With the $330 government raise, the Army hospital 
pays the most for cooks and janitors, while the vet- 
erans hospital pays the most for ward attendants, 
waiters and dental technicians. Neither of the two 
non-federal hospitals employs waiters or dental tech- 
nicians. For every sampled class of worker, the veter- 
ans hospital pays more than either civilian hospital. 
In most cases, the Army hospital is only a short dis- 
tance behind. 

If this situation is true all over the country, the 
Veterans Administration should not suffer by the 
President’s veto. 


Another Milestone 


Last month all but one of 52 states and territorial 
plans for hospital construction under the Hill-Burton 
Program had been approved by the U. S. Public 
Health Service (see Survey, Planning). The lone 
state was Nevada. To date 354 construction applica- 
tions have been turned in but only 52 were complete 
final plans for full approval. The 354 represent a lot 
of dollars in hospital construction—$164,000,000— 
much of it for small rural areas. 


101 











-- FEDERAL, ADMINISTRATIVE - - 





Clinic and Research Center Plan 


Details of plans for the govern- 
ment’s $40,000,000 clinical center 
and research hospital were an- 
nounced last month by Surgeon 
General Leonard A. Scheele and 
Federal Security Administrator 
Oscar R. Ewing. The proposed 500- 
bed, 13-story hospital will be built 
at the National Institutes of Health 
at Bethesda, Md., a suburb of 
Washington, D. C. 

_About two-thirds of the clinical 
center will be occupied by labora- 
tory and other research facilities. 
The remaining third will contain 
beds for patients. These beds will 
be for four types of patients: Those 
with cancer, cardiovascular dis- 
eases, mental illness, and other 
general chronic diseases. 

Patients will be admitted, with- 


At a recent press conference, Mr. 


Ewing said he hoped the new re- 
search hospital would be able to 
take interns and residents. Prob- 
ably most would come from the 
three medical colleges in the Dis- 
trict of Columbia, although other 
graduates would be eligible. 

About 55 hospital and general 
architects have been consulted on 
plans for the new center. Archi- 
tecture, planning and supervision 
of construction are the responsi- 
bility of the Public Buildings Ad- 
ministration of the Federal Works 
Agency. Bids were being asked in 
July. The center will have a staff 
of about 2,000, many of whom may 
be housed in new buildings to be 
constructed near the hospital. 

Bed space will be made flexible 


CONSTRUCTION of the clinical center and research hospital of the National Institutes of 
Health is expected to cost about $40,000,000. The hospital will be located at Bethesda. 


out discrimination, from anywhere 
in the country. The ticket of ad- 
mission, Dr. Scheele said, will be 
“having the particular disease we 
want to study at the particular 
time.” Patients will be admitted for 
research purposes, he said, not just 
to be cured. Cost to the patient has 
not been determined. 

The new research hospital will 
be under supervision of Dr. R. E. 
Dyer, director of the National In- 
stitutes of Health. Dr. Jack Masur 
is expected to be in administrative 
charge of the center. Dr. Masur, a 
former reserve officer in the com- 
missioned corps of the Public 
Health Service, has rejoined the 
service as a regular corps medical 
director. 
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so sizes of rooms or wards can be 
changed easily. Steel partitions will 
be removable and interchangeable. 


State Health Assemblies 


Following up its original idea of 
grass roots planning for health, 
the executive committee of the 
National Health Assembly met in 
Washington recently and proposed 
health assemblies in every state. 

The committee suggested that 
these meetings be patterned after 
the national gathering in Wash- 
ington early in May, with equal 
representation of professional and 
consumer groups. The state meet- 
ings, in turn, would suggest local 
conferences along the same lines, 
with emphasis on local planning 


and operation of health services. 

Another committee proposal was 
for a subcommittee to recommend 
plans on public education relating 
to health, and on continuing or- 
ganization and financing of the 
National Health Assembly. Feder- 
al Security Administrator Oscar 
R. Ewing was asked to appoint this 
small working subcommittee. 

Mr. Ewing said last month he 
planned to ask the subcommittee 
to consider publication of the final 
recommendations of the 14 sec- 
tions which made up the May 
meeting, and to explore ways to 
follow up those recommendations. 
Wherever possible, Mr. Ewing said, 
such follow up should be carried 
on by organizations already spe- 
cializing in these fields of activity. 

The subcommittee also may de- 
velop plans for the state and local 
meetings. 


Rehabilitation Record 


More disabled men and women 
have been rehabilitated in the past 
five years than in the 23 years pre- 
ceding 1943. In commenting on this 
fact last month, Federal Security 
Administrator Oscar R. Ewing ex- 
plained that the Barden-LaFol- 
lette amendments to the old vo- 
cational rehabilitation act were 
approved in July 1943. These 
amendments expanded the pro- 
gram to include any person with a 
disability which constitutes a han- 
dicap to employment. They also 
provided medical examinations, 
medical, surgical, psychiatric and 
hospital care; artificial devices; 
counsel and guidance; training; 
placement, and post-placement ad- 
justment services. 

In the fiscal year ending June 30, 
more than 50,000 civilians were re- 
habilitated by the combined state 
and federal program. In the pre- 
vious year the figure was 43,874. 

Last year’s 50,000 rehabilitations 
brought the total to 216,000 since 
the amendments were enacted five 
years ago. In the preceding 23 
years of the program, only 210,000 
rehabilitations were recorded. The 
figures were reported by Michael J. 
Shortley, director of the Office of 
Vocational Rehabilitation. 


Surplus Disposition 


Priorities and discounts for sur- 
plus personal property will end 
August 31 because of a law passed 
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by Congress in June. Priorities and 
discounts for surplus real property 
will continue. 

Since July 1, no government 
agency has had authority to make 
declarations of surplus property to 
the War Assets Administration. 
This agency is to be abolished by 
February 28, 1949. 

At present, the armed forces 
have authority to dispose of sur- 
plus property directly, without go- 
ing through the W.A.A. The agency 
will spend the next six months 
disposing of surplus now on hand. 

After next February 28, personal 
property will be disposed of by the 
Bureau of Federal Supply, part of 
the U. S. Treasury. The Recon- 
struction Finance Corporation will 
dispose of surplus real property 
after that date. 


W.H.O. Membership 


The United States has cleared 
its last obstacle for membership in 
the World Health Organization. At 
the organization’s first general as- 
sembly at Geneva last month, the 
group voted unanimously to give 
the United States full membership. 
The first hurdle was getting Con- 
gress to approve participation. 

When the assembly convened in 
June, the United States delegation 
was seated only temporarily. The 
United Nations legal commission 
had questioned this country’s right 
to membership because of congres- 
sional restrictions on American 
participation. It was believed that 
these restrictions were contrary to 
the organization’s constitution. 


Hoover Committee 


Howard M. Kline, Ph.D., former 
secretary of the National Health 
Assembly, has been appointed ex- 
ecutive director of the Hoover 
Commission’s Committee on Medi- 
cal Services and Hospitalization. 
The Hoover Commission, headed 
by the former President, is con- 
ducting a study into organization 
of the executive branch of the 
government. 

Tracy S. Voorhees, assistant sec- 
retary of the Army, is chairman of 
the Committee on Medical Services 
and Hospitalization. Rear Admiral 
Joel T. Boone, U. S. Navy, is sec- 
retary. This committee recently 
added Dr. Hugh R. Leavell of the 
Harvard School of Public Health. 

Other members are Dr. Frank R. 
Bradley, Dr. Robin C. Buerki, Dr. 
Edward D. Churchill, Dr. Michael 
E. Deijakey, Goldthwaite H. Dorr, 
Dr. Paul R. Hawley, Henry R. 
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‘Isham, Dr. William C. Menninger, 


Dr. Hugh J. Morgan, Dr. O. H. P. 
Pepper, Dr. Alfred N. Richards, Dr. 
Allen O. Whipple, Dr. Ray Lyman 
Wilbur and Charles Rowley. 


Consolidation 


Integration of all Federal Secur- 
ity Agency regional offices was 
announced last month by Adminis- 
trator Oscar R. Ewing. Previously, 
the Social Security Administration 
had 11 regional offices, the U. S. 
Employment Service, 12, and the 
Public Health Service, eight. Now 
there will be 10 regional offices for 
field activities of all Federal Sec- 
urity Agency units. 

The Public Health Service ex- 
pects to continue using its eight 
district offices for a while but will 
expand to 10 later. At present the 
only change in the: Public Health 
Service regions is the switching of 
a few states and the renumbering 
of some districts. 

The new regions, their head- 


Wisconsin, Illinois, Indiana; direc- 
tor, Ed McDonald. 

Region 6, Atlanta—Tennessee, 
Mississippi, Alabama, Florida, 
South Carolina, Georgia; Director, 
Richard H. Lyle. 

Region 7, Kansas City, Mo.— 
North Dakota, South Dakota, Neb- 
raska, Kansas, Iowa, Missouri; di- 
rector, James W. Doarn. 

Region 8, Dallas — Louisiana, 
Arkansas, Texas, Oklahoma, New 
Mexico; director, Joseph H. Bond. 

Region 9, Denver — Montana, 
Idaho, Wyoming, Utah, Colorado; 
director, Heber R. Harper. 

Region 10, San _ Francisco— 
Washington, Oregon, California, 
Nevada, Arizona; director, Fay W. 
Hunter. 


Emergency Unit 


A Health Emergency Planning 
unit has been established in the 
Public Health Service to help plan 
a program for public health during 
a national emergency. 














Federal Security Agency Regional Map 


























quarters locations and their direc- 
tors are: 

Region 1, Boston—Maine, Ver- 
mont, New Hampshire, Massa- 
chusetts, Connecticut, Rhode Is- 
land; director, John F. Hardy. 

Region 2, New York City—New 
York, Pennsylvania, New Jersey, 
Delaware; director, Joseph B. 
O’Connor. 

Region 3, Richmond, Va.—Mary- 
land, District of Columbia, West 
Virginia, Virginia, North Carolina; 
director, Erval R. Coffee. 

Region 4, Cleveland—Michigan, 
Ohio, Kentucky; director, J. Kim- 
ball Johnson. 

Region 5, Chicago—Minnesota, 


Under Dr. Norvin C. Kiefer, a 
senior surgeon in the service, the 
unit will cooperate with the Na- 
tional Security Resources Board, 
the Office of Civil Defense Plan- 
ning of the National Military Es- 
tablishment, the armed forces, the 
state health departments, and pro- 
fessional and voluntary organiza- 
tions, including the American Hos- 
pital Association. 

The unit also will consider plans 
for more comprehensive public 
health catastrophe services, to be 
offered during peacetime. 

Last month, Dr. Kiefer said the 
unit’s work was still in the plan- 
ning stage. 
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Health Matters for the Next Congress 


During its two years of exist- 
ence, the Eightieth Congress was 
faced with nearly 10,000 bills and 
hundreds of resolutions, many con- 
cerned with health matters. Out of 
it all came about 900 new public 
laws and a bevy of private laws. 


Two measures of great interest 
to hospitals were put off until next 
year or later. These were a national 
health act and social security cov- 
erage for hospital employees. A 
‘ third bill, calling for repeal of oleo- 
margarine taxes, died in the June 
pre-adjournment rush. 


National Health: Few had expect- 
ed any final action on a national 
health bill. The busy Subcommittee 
on Health of the Senate Labor and 
Public Welfare Committee had 
held extensive hearings on the Taft 
bill for indigent care and on the 
rival Wagner-Murray-Dingell com- 
pulsory health insurance measure. 
With $10,000 and subpoena powers, 
this group will continue studying 
the problem and will report not 
later than next March 15. The com- 
mittee; under chairmanship of Sen. 
Alexander Smith (R., N.J.) was 
given authority to meet before the 
Eighty-First Congress convenes. 


Social Security: Another problem 
left for a new Congress was provi- 
sion of some type of social security 
coverage for employees of non- 
profit hospitals. A bill which would 
have provided old age and sur- 





SPECIAL SESSION 


The Eightieth Congress has 
been called back in special ses- 
sion. During his speech of ac- 
ceptance of nomination at the 
Democratic National Conven- 
tion last month, President Tru- 
man announced that Congress 
would reconvene July 26. 

The President said that mat- 
ters of national importance, by- 
passed when Congress went 
home in June, would be taken 
up at the special session. In- 
cluded in his program of “must” 
legislation are housing, infla- 
tion controls, social security and 
health insurance. 











} 


vivors’ benefits passed the House 
but died in the Senate when Con- 
gress adjourned. Using the report 
of its advisory committee on social 
security, the new Congress may 
pass a social security revision act, 
with hospital coverage included. 
Oleomargarine: The margarine 
tax repeal bill failed to reach a 
vote in the Senate after over- 
whelming approval by the House. 





Approved 

Besides granting money for the 
many federal health programs, 
Congress steered its health legisla- 





LOOKING ON as President Truman signed the dental research bill were (left) Dr. C. Willard 
Camalier, American Dental Association past president; Rep. Walter E. Brehm (R., Ohio), 
the bill's sponsor; Dr. H. B. Washburn, dental association president; Dr. Bruce D. Forsythe, 
assistant surgeon general; Dr. H. Carl Flagstad; Dr. Daniel Lynch and Dr. H. Trendly Dean. 
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The bill puts dental research on a par with other medical studies. (Harris & Ewing photo) 









tion into four main channels. These 
were hospital construction, re- 
search, armed forces and veterans. 

Construction: Three amendments 
to the Hill-Burton Act were passed. 
These set a $100,000 minimum al- 
lotment for each ‘state, abolished 
the July 1, 1948, deadline for state 
licensing legislation, and made par- 
ticipation in benefits of the act 
available to the Virgin Islands. 

Merger: The merger of the armed 
services opened the way for gen- 
eral reorganization and coordina- 
tion of Army, Navy and Air Forces 
hospital and medical services. 

The Army and Navy each estab- 
lished a medical service corps. The 
Army and Navy nurse corps were 
made permanent. Service nurses 
also may retire at their highest 
temporary rank«in World War II. 

To speed enlistment of doctors, 
the Eightieth Congress authorized 
a $100 monthly bonus to those vol- 
unteering for duty in the Army, 
Navy and the Public Health Serv- 
ice. The draft bill omitted special 
reference to doctors. 

Veterans: The Veterans Adminis- 
tration now has authority to estab- 
lish internships in its department 
of medicine and surgery. Another 
law authorized presumption of 
service connection for veterans 
with chronic and tropical diseases. 
By congressional decree, the ad- 
ministration must take over sur- 
plus Army hospitals at Camp 
White, Ore., and Clinton, Iowa. 


On the Books 


Some legislation passed during 
the eightieth session affected hos- 
pitals, although the bills were not 
aimed specifically at health. One of 
these was the 1947 Taft-Hartley 
labor law, which exempts nonprofit 
hospitals from jurisdiction of the 
National Labor Relations Board. 

The rent control law passed in 
1948 contained a provision bene- 
ficial to hospitals. This was the 
clause permitting eviction of ten- 
ants from buildings bought for use 
of nonprofit hospitals or their staffs. 

The Mundt “Voice of America” 
law authorized interchange of hos- 
pital administration students be- 
tween the United States and other 
nations. Congress also approved 
free importation of exposed x-ray 
film, seizure of adulterated or mis- 
branded products and certification 
of drugs containing streptomycin. 
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Reapproval for Economic Security 


The American Nurses’ Associa- 
tion approved four main points of 
policy at House of Delegates ses- 
sions during the annual nurses’ 
biennial at Chicago. Almost 8,000 
persons attended the May 31-June 
4 sessions, which also included 
meetings of the National League of 
Nursing Education and the Nation- 
al Organization for Public Health 
Nursing. 

The association’s platform in- 
cluded these four main points: Ex- 
pansion of the role of the American 
nurse in world affairs; increased 
participation in national affairs; 
provision for rapid expansion of 
nursing services, and furtherance 
of the public’s health through pro- 
motion of professional nurses’ wel- 
fare. 

A number of ways in which pro- 
motion of welfare could be accom- 
plished were included in the plat- 
form: 

—Further development of public 
recognition of the nurse’s right to 
participate in setting employment 
conditions. 

—Extension of social security 
benefits to nurses. 

—Promotion of educational prin- 
ciples through integration of pro- 
fessional schools of nursing into the 
framework of institutions of higher 
learning. 

—Promotion of federal, state and 
local aid for nursing education. 

—Participation in programs of 
recruitment and education. 

—Participation in advanced 
study programs. 

—Continuation of the effort to 
establish unity and integration for 
all national nursing organizations. 

—Promotion of effective work- 
ing relationships with other pro- 
fessional and scientific groups. 

In its platform the House: of 
Delegates approved a number of 
Suggestions designed to expand 
nursing services. Improvement of 
the supply and distribution of 
nurses through cooperation with 
the U. S. Census Bureau and nurs- 
Ing organizations was suggested. 
Cooperation in accreditation of 
practical nursing schools, and pro- 
motion of state licensure of prac- 
tical nurses were endorsed. Exten- 
Sion of professional counseling and 
Placement services was asked. 


The platform also contained a 
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request for continued endorsement 
of nursing services in prepayment 
health insurance plans. 

Economic security: Further devel- 
opment and strengthening of the 
economic security program, adopt- 
ed in 1946, was approved by the 
House of Delegates. For one thing, 
the association will study the effect 
of the Taft-Hartley law on its 
program. No public stand on the 
legislation will be taken until the 
study is reported. 

Some changes in management of 
security programs by state associa- 
tions were approved. Bargaining 
committees elected by section mem- 
bership instead of the board-ap- 
pointed commissions were recom- 
mended. 

The house instructed the Board 
of Trustees to call to the attention 
of state groups that joint security 
programs of state nurse and hos- 
pital associations were ‘“inconsist- 
ent with the principles” of the 
nurses’ program; also that con- 
tracts of agreement not authorized 
by nurses served by the agreement 
were unacceptable. 

The Board of Directors was au- 
thorized to make plans for a semi- 
nar or workshop, to be conducted 
as soon as possible. Its purpose for 
discussion of the economic security 
program. 

A resolution passed by the Na- 
tional Organization for Public 
Health Nursing endorsed the eco- 
nomic security program. This group 
asked inclusion of public health 
nurses where such programs exist. 

Other business: Organization of 
an administrative nurses’ section 
was approved by the house. This 
section will include administrative 





MEMORIAL FILM 


A film on the Florence Night- 
ingale School of Nursing, Bor- 
deaux, has been released. The 
school is the American nurses’ 
memorial in France. Narration 
of the 16-mm, sound movie is 
in English. It is available free 
of charge except for shipping 
costs. Requests should be ad- 
dressed to the American Nurses’ 
Association, 1790 Broadway, 
New York 19. 
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and supervisory nursing staffs. Its 
purpose is “to promote the interests 
of administrators and supervisors 
of nursing service and to provide 
an opportunity for the considera- 
tion of problems of special interest 
to them.” 

New definitions of personal 
membership were passed. Expan- 
sion of membership in the national 
organization to Negro nurses de- 
nied membership in state associa- 
tions was approved. 

At an open meeting, Esther Lu- 
cile Brown, Ph.D., reported on her 
school study. (A discussion of the 
Brown study appears on page 86 
of HosPITALS for July.) 

Elections: New officers were elect- 
ed by the three groups which par- 
ticipated in the biennial: 

National League of Nursing Edu- 
cation: President, Agnes Gelinas 
of Skidmore College School of 
Nursing, New York City; treasurer, 
Henrietta Doltz of the University 
of Oregon School of Nursing, 
Portland. 

National Organization for Public 
Health Nursing: President, Ruth 
Hubbard of the Visiting Nurse So- 
ciety of Philadelphia; first vice 
president, Ruth Freeman of the 
American Red Cross, Washington, 
D. C.; second vice president, Mrs. 
Carl B. Grawn, Grosse Pointe, 
Mich.; secretary, Anna Fillmore of 
the NOPHN, New York City; treas- 
urer, L. Meredith Maxson, New 
York City. 

(Officers of the American Nurses’ 
Association may be found in HosPI- 
TALS for July, page 85.) 


Army Needs 


Passage of the new draft bill has 
caused new problems for the sur- 
geons general of the armed forces. 
The Army and the Air Force esti- 
mated last month that 3,400 new 
nurses would be needed to care for 
the projected 947,000-man Army 
and the 502,000-man Air Force. 
About 4,200 Army nurses are on 
duty now, according to Army Sur- 
geon General Raymond W. Bliss. 
This is 1,500 short of current needs, 
he said. 

To meet expected requirements 
by next June 30, the Army Nurse 
Corps must rise to 7,600, but the 
Army fears it may lose 400 nurses 
in the next year unless. unusual 
steps are taken to enlarge the 
corps. 
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Improved Mental Treatment Techniques 


For the first time in years, the 
Veterans Administration is dis- 
charging about as many patients 
as it admits to its neuropsychiatric 
hospitals. Improved techniques in 
treating mental illnesses are given 
as the reason. 

From July 1947 to April 1948, 
the administration discharged 1,060 
more neuropsychiatric patients 
than it admitted. A total of 51,210 
patients entered hospitals during 
this period, while 52,270 were dis- 
charged: In the preceding year, the 
administration admitted nearly 
2,000 more neuropsychiatric pa- 
tients than it discharged, indicat- 
ing that the change has occurred 
since July 1947. 

Dr. Harvey Tompkins, chief of 
the administration’s neuropsychi- 
atric service, said early treatment 
was one reason for the improved 
situation. Among other steps to 
combat mental illnesses, the ad- 
ministration has established neuro- 
psychiatric units in general hospi- 
tals and is using such treatments 
as electric shock and insulin shock 
therapy, psychotherapy, and med- 
ical and physical medicine rehabil- 
itation. 

Nearly 75 per cent of all patients 
in veterans’ neuropsychiatric hos- 
pitals have been. there more than 
one year. More than half have been 
hospitalized more than three years. 


Army Hospital Beds 


At the request of the Veterans 
Administration, the Army has set 
aside 3,305 beds in 16 of its hospi- 
tals for use of veteran patients. 

Army Surgeon General Ray- 
mond W. Bliss said some of these 
beds would be used for chronic 
disabilities, with 325 set aside for 
tuberculosis patients at Fitzsim- 
ons General Hospital in Denver. 
None of the beds allocated will be 
used for patients who could be 
treated in domiciliary homes. 

The hospitals which have set 
aside veterans’ beds are the Army 
and Navy General, Hot Springs, 
Ark.; Brooke General, San Anto- 
nio; Fitzsimons General, Denver; 
Letterman General, San Francis- 
co; Madigan General, Tacoma, 
Wash.; McCornak General, Pasa- 
dena; Oliver General, Augusta, 
Ga.; Percy Jones General, Battle 
Creek, Mich.; Tilton General, 
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Wrightstown, N.J.; Valley Forge 
General, Phoenixville, Pa.; Walter 
Reed General, Washington, D.C.; 
William Beaumont General, El 
Paso; Fort Benning Station, Col- 
umbus, Ga.; Fort Belvoir Station, 
Accotink, Va.; Fort Bragg Station, 
Fayetteville, N. C., and Spokane 
(Wash.) Air Force Base Station. 


Education 


Only a small percentage of the 
veterans receiving education un- 
der the G.I. bill are in medical 
and related courses. An actual 
count made by the Veterans Ad- 
ministration shows that 65,037 vet- 
erans were taking medical or re- 
lated courses last November 30. 
This was less than 3.3 per cent 
of the 2,000,402 veterans than en- 
rolled in educational institutions. 

In addition, 27,230 veterans were 
in premedical, predental, prevet- 
erinary and bacteriology courses, 
and 1,789 were studying veterinary 
medicine. 

Veteran medical and surgical 
students enrolled on November 
30 totaled 24,403. Also included 
were 7,314 dental students, 4,459 
nursing students, 12,899 pharmacy 
students and 4,746 optometry stu- 
dents. Chiropractic students num- 
bered 3,406, dental mechanics stu- 
dents, 2,600; chiropody students, 
1.145 and laboratory technicians, 
1,566. The others were studying 
osteopathy, physical therapy, den- 
tal hygiene, public health, and 
other medical services. 

On the same date, 5,222 veter- 
ans were participating in on-the- 
job training in medical and re- 
lated fields. Of these, 890 were 
physicians and surgeons, 346 were 
pharmacists, 3,628 were labora- 
tory technicians and assistants, 
57 were chiropractors, 203 were 
optometrists, and the remaining 
98 were classified as ‘“‘healers and 
medical service.”’ 


Construction 


Contracts totaling nearly $5,000,- 
000 have been awarded for a 
250-bed addition to the 662-bed 
veterans’ general hospital at Alex- 
andria, La. The additional beds 
will be used for tuberculosis pa- 
tients. Construction of the Louisi- 
ana project will be supervised by 


Veterans Administration enginec’s. 

Bids for construction of a 500- 
bed hospital at Denver will be 
opened August 31. This will be 
primarily a general medical and 
surgical hospital, but complete fa- 
cilities for treatment of all types 
of veteran patients are included in 
the plans. 

In addition to the main building, 
the Denver project will include 
quarters for the manager, an apart- 
ment building for staff members, a 
nurses’ building, attendants’ quar- 
ters, a garage and several mainte- 
nance structures. 


Appointment 


Dr. Karl Menninger, trustee and 
director of the education depart- 
ment of the Menninger Foundation 
in Topeka, Kans., has resigned as 
manager of the Veterans Adminis- 
tration hospital in that city to be- 
come chairman of the dean’s com- 
mittee and senior consultant to 
the veterans’ hospital. 

Dr. Menninger was succeeded by 
Dr. Frank Casey, former chief of 
professional services at the To- 
peka veterans’ facility. 

Since his appointment as mana- 
ger on December 1, 1945, Dr. Men- 
ninger has transformed the Topeka 
hospital into the administration’s 
largest training center for psychi- 
atrists and allied personnel. 

His emphasis on intensive ther- 
apy has achieved what administra- 
tion officials call ‘unprecedented 
results.” 


Pay Raises 


Although the $330 a year gov- 
ernment pay raise voted by Con- 
gress in June did not apply to 
doctors, dentists and nurses in the 
Veterans Administration (see Hos- 
PITALS for July), the agency has 
granted similar raises for these 
employees from its own funds. 
Professional employees of the ad- 
ministration’s department of medi- 
cine and surgery are not covered 
by the Civil Service Act except for 
retirement benefits. 

This action by the agency makes 
the $330 raise complete except for 
member-employees at domiciliary 
homes, residents and senior cadet 
nurses in training at hospitals, part 
time specialists in hospitals or clin- 
ics and consultants in hospitals. 
Also excluded are doctors whose 
salaries are $11,000 or more a year. 
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Australia’s Plan for Free Medicine 


What the British Medical Asso- 
ciation has called the first step to- 
ward government control of medi- 
cine has been taken in Australia. The 
Pharmaceutical Benefits Act, which 
provides free medicine to everyone 
except patients already provided 
for in public hospitals, went into 
effect June 1. The government will 
spend an estimated $6,400,000 on 
the service each year. 

The medical association’s main 
objection is the limited drug for- 
mulary from which doctors may 
prescribe. Drugs not in the formu- 
lary may be prescribed only at cost 
to the patient. Such a limitation of 
free drugs does not exist in public 
hospitals providing free medicine 
for their patients. The association 
has not accepted the formulary, 
saying it is too incomprehensive to 
allow them freedom of judgment in 
the treatment of patients. 

According to the medical asso- 
ciation, limitation of the formulary 
is designed as a means to cheapen 
the cost of free medicine at the 
expense of the patient, since no 
formulary can cover more than a 
proportion to patient needs. 

Another objection to the law is 
that a doctor may be fined $160 and 
sentenced to three months in prison 
for breaking regulations not yet 
drawn up. For one thing, doctors 
may be fined that amount for not 
producing, on demand, the govern- 
ment formulary being sent to them 
by registered mail. So some doc- 
tors have refused to accept regis- 
tered commonwealth envelopes 
containing the formularies. 

Other doctors are not boycotting 
the act, saying such action would 
only put the patient in the middle 
of the argument. They are accept- 
ing the formulary under protest. 

The Australian government also 
has in preparation a free dental 
Plan. In addition, it is expected 
that a national health plan will be 
worked out before the 1949 general 
elections. As a commonwealth, Aus- 
trali ‘ does not come under the 
British National Health Services 
Act. It plans its own legislation. 


March of Time 


The latest “March of Time” film 
tells 4 story of voluntary hospital 
Service, The movie, “The Case of 
Mrs. Conrad” traces modern medi- 
cal end hospital procedure in the 
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story of Mrs. Conrad, who goes to 
the hospital for an operation. 

Some of the aspects of procedure 
shown are hospital plan benefits, 
the taking of a medical history, 
hospital laboratory work, and pre- 
operative and postoperative care. 

As a public relations service, the 
Blue Cross Commission will sup- 
ply, on request, dates when the 
film will play locally. In addition 
the commission expects to have 
16-mm. prints available for loan 
some time this month. 


Return to Blue Cross 


John R. Mannix was to return 
to the Blue Cross organization Au- 
gust 1 as executive 
director of the 
Cleveland Hospital 
Service Associa- 
tion. He replaces 
John A. McNa- 
mara and Michael 
A. Kelly, co-direc- 
tors. 

The former 
chairman of the 
Blue Cross Com- 
mission resigned as president of the 
John Marshall Insurance Company 
effective the same date. He had 
been president of the company 
since June 1946. 

Mr. Mannix is one of the early 
promoters of the Blue Cross or- 
ganization. He organized and 
launched the Michigan Hospital 
Service and was its executive di- 
rector for five years. In April 1944 





4 
CONFERENCE DATES 3 


The annual conference of 
Blue Cross plans, formerly held 
at the same time as Association 
conventions, has been sched- 
uled almost a month later this 
year. This change was made so 
that executives of Blue Cross 
plans, Type IV Association in- 
stitutional members, could take 
more active part in the Associ- 
ation meeting. Plans have met 
simultaneously with the Asso- 
ciation since the first annual 
Blue Cross conference in 1937. 

Blue Cross and Blue Shield 
plans will meet jointly at 
French Lick, Ind., October 25- 
28. 











he became director of the Chicago 
Blue Cross Plan for Hospital Care. 
It was at that time that he also 
served as chairman of the Blue 
Cross Commission. 

Prior to his Blue Cross service, 
Mr. Mannix for 18 years was in 
hospital administration. 


Public Relations 


Approximately 150 Blue Cross 
and Blue Shield plan executives 
are expected to attend the third 
annual public relations conference, 
August 5-6 at Chicago. The con- 
ference is sponsored by the Blue 
Cross and Blue Shield commissions 
and is the first such public rela- 
tions meeting to be conducted 
jointly. 

The importance of paid advertis- 
ing, radio, direct mail and other 
media in developing more effective 
Blue Cross-Blue Shield public re- 
lations will be stressed during the 
two-day meeting. One session will 
be based on discussion of current 
Blue Cross-Blue Shield public re- 
lations: Lawrence C. Wells, public 
relations director of the Blue Cross 
Commission, is chairman. 

Honorary co-chairmen are Wal- 
ter R. McBee, executive director of 
Group Hospital Service, Dallas, 
and Lester W. Perry, executive 
secretary of the Medical Society of 
the Commonwealth of Pennsylva- 
nia, Harrisburg. 


Control in Britain 


Nearly 2,800 hospitals in Eng- 
land and Wales went under gov- 
ernment control on July 5, when 
England’s vast national health and 
social security program took effect. 
About 200 hospitals operated by 
religious orders were not included. 

The plan went into effect on 
schedule, after years of opposition 
from England’s doctors and the 
British Medical Association. At 
first, most of the doctors voted not 
to participate but later reconsid- 
ered when they realized resistance 
was useless. 

According to Capt. J. E. Stone, 
F.S.A.A., consultant on hospital 
finance to the King Edward’s Hos- 
pital Fund for London, the govern- 
ment is purchasing the hospitals, 
not taking them outright. 

About one-third of England’s 
dentists have agreed to participate 
in the program. Most dentists were 
reported holding out for conces- 
sions from the government. 
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Medical Association Annual Meeting 


The week of the American Medi- 
cal Association convention, June 
21-25, was hot and humid even for 
Chicago. Yet members of the House 
of Delegates still were able to work 
up a little steam of their own. 

Some of the debated questions 
on the Palmer House floor were: 
The medical association’s recent 
abandonment of Blue Cross, its 
support of a nationwide blood bank 
system and federal grants-in-aid 
for hospital construction, and the 
practice of medicine in hospitals. 
Also receiving critical attention 
was a committee report which dis- 
cussed ways and means of easing 
the nursing shortage. 

Doctors from four states and the 
District of Columbia introduced 
resolutions asking the association 





DR. IRONS, president-elect 


to reinstate Blue Cross coverage 
for its employees. They said that 
since the association had continual- 
ly supported nonprofit voluntary 
insurance plans, the cancellation 
had brought bad publicity. 

These resolutions later were re- 
ported out favorably by the refer- 
ence committee on medical service 
and prepayment insurance. The 
committee recommended that the 
present commercial policy be con- 
tinued until it expires; then associ- 
ation officials should ‘‘make every 
sincere effort’ to reinstate Blue 
Cross-Blue Shield coverage. After 
some discussion this reeommenda- 
tion was carried by the house. 

Nursing: The same committee 
gave favorable treatment -to the 
nursing report, and it too was 
adopted by the house. This report 
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was a thorough analysis, with pro- 
posals for action, of the nursing 
shortage. 

For immediate relief the com- 
mittee suggested that retired nurs- 
es be asked to fill in during the 
emergency and that hospital ad- 
ministrators be requested to use 
their nurses only for nursing du- 
ties. Other tasks were to be as- 
signed to auxiliary workers. 


The committee proposed that in 
the future nurses should be edu- 
cated in three clearly defined 
groups: Nurse educators, who have 
collegiate training before they en- 
ter the nursing field; clinical nurs- 
es, whose training is comparable 
to the present general duty or pri- 
vate duty nurse; and trained prac- 
tical nurses, who should get a 
standard three months theoretical 
and nine months practical training. 


The committee explained its use 
of the word “practical” only on the 
grounds that it had been so writ- 
ten into the statutes of many states. 
It disliked the implication that 
these nurses are not trained and 
insisted that their training should 
be as standardized as that of other 
types of nurses. The committee 
recommended that their year’s 
training should be credited to- 
wards advancement to the grade 
of clinical nurse. 

‘The report said that by 1949 
400,000 nurses would be needed to 
give the American people proper 
care, and by 1960, 550,000. To at- 
tain this quota, 50,000 nurses 
would have to be graduated each 
year. , 


For economic help, the commit- 
tee proposed that social security 
and retirement plans be given to 
all nurses and that “steps should 
be taken to provide’’ salaries and 
other benefits that are comparable 
to other fields of endeavor. 


Blood banks: The resolutions on 
blood banks voiced objections to 
the term ‘“‘free blood’”’ in Red Cross 
publicity, opposed control of trans- 
fusion services by “centralized” 
national agencies, and showed con- 
cern that control of the local blood 
banks might pass out of the county 
medical society’s hands. 

The reference committee hand- 
ling these resolutions recommended 
that the medical association con- 


tinue to approve “‘in principle” the 
participation of the Red Cross in 
the national blood program. This 
approval was to be contingent on 
local medical society control. The 
committee report was approved by 
the house. 


Other business: A resolution on 
federal grants-in-aid opposed Hos- 
pital Survey and Construction Act 
grants to all states, regardless of 
need, and recommended that the 
association only approve such leg- 
islation that requires the state 
to demonstrate ‘a definite need” 
for federal assistance. This was ap- 
proved by the reference committee 
and accepted by the house. 

The resolutions on hospitals prac- 
ticing medicine referred specifical- 
ly to the practice.in some hospitals 
of using the “profits” from the 
practice of radiology, pathology 





DR. SENSENICH, president 


and anesthesiology for the better- 
mient of the hospital. The house de- 
cided that this issue needed fur- 
ther study before any action could 
be taken. 

The House of Delegates also re- 
vised its constitution and by-laws 
and installed a new president, Dr. 
R. L. Sensenich of South Bend, and 
a new president-elect, Dr. Ernest 
E. Irons of Chicago. It awarded the 
association’s distinguished service 
medal to Dr. Isaac A. Abt, distin- 
guished pediatrician who is now 
professor emeritus of the North- 
western University Medical School. 

It was estimated that the conven- 
tion brought 35,000 people to Chi- 
cago, including 11,963 fellows of 
the association. 

Most of them sweltered at the 
Navy Pier, scene of most of the 
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scientific and commercial exhibits. 
Televised operations also were an 
attraction. 


Assistant Director 


Dr. David B. Wilson, chief of 
the Office of Special Services in 
the Public Health Service’s Divi- 
sion of Hospital Facilities, has ac- 
cepted the position of assistant 
medical director of Alameda Coun- 
ty, Oakland, Calif. 

Dr. G. Otis Whitecotton, medi- 
cal director of Alameda County, 
announced the _ selection last 
month. Dr. Wilson will work with 
Dr. Whitecotton in coordinating 
functions of the county’s hospitals 
and outpatient departments. The 
position has been unfilled since 
May 1. 

Alameda County maintains three 
hospitals and four outpatient de- 
partments for sick indigents. The 
hospitals are the 274-bed Arroyo- 
Del Valle Tuberculosis Sanatar- 
ium, the 744-bed general tubercu- 
losis Fairmont Hospital, and the 
485-bed general Highland-Ala- 
meda County Hospital. All are ap- 
proved by the American College 
of Surgeons and have American 
Medical Association approval for 
interns and residents, according to 
Dr. Whitecotton. 

Dr. Wilson expects to assume his 
new duties on September 1. 


District Survey 


The largest mass x-ray survey in 
history ended last month in Wash- 
ington, D.C. A total of 503,396 
persons were x-rayed for signs of 
tuberculosis. The survey disclosed 
6,401 cases of possible tuberculosis, 
as well as 1,540 heart abnormalities 
and 2,269 cases of other diseases. 

Now that thousands of previ- 
ously unknown tuberculosis cases 
have been discovered, District of 
Columbia health officials are won- 
dering how these people can be 
treated. The district’s hospital fa- 
cilities are inadequate, and many 
persons with advanced cases of tu- 
berculosis are unable to obtain 
hospitalization. 


Child's Harness 


A safety device for toddlers in 
cribs at Beth David Hospital, New 
York City, has been perfected. 
The hazard of children climbing 
or falling over side rails when the 
nurse’s back is turned now is elimi- 
nated by this harness. 


The harness is worn by the child 
Patient, and ties arte fastened to 
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THE NEW harness device at Beth David keeps 
toddler patients safely inside their cribs. 


the back or sides of the crib. Safe- 
ty straps with buckle fastenings 
are long enough to permit the pa- 
tient to lie, stand or play without 
discomfort. The harness is made 
of easily laundered reinforced 
muslin. Shoulder straps are ad- 
justed by buttons and the waist- 
band is fastened by an adjustable 
buckle in front. 

The device is light weight, yet 
sturdy for its purpose. It need 
not interfere with surgical dress- 
ings. John Fundock, administra- 
tive assistant at Beth David Hos- 
pital, developed the harness. 


Correction 


In a question and answer about 
plastic dishes in the May issue of 
HOSPITALS, it was said that plastic 
dishes and trays molded from 
melamine had stood temperatures 
up to 400 degrees in tests. This 
should have read, ‘temperatures 
up to 200 degrees.” 


Handicapped Children 


A new program for the study 
and treatment of psychological 
problems believed to retard the 
recovery and rehabilitation of 
handicapped children has been in- 
stituted at Children’s Hospital, 
Buffalo. This is the first time any 
hospital has attempted a fact find- 
ing survey and subsequent treat- 
ment on such a large scale, ac- 
cording to Moir P. Tanner, hos- 
pital superintendent. 

It is estimated that the pro- 
gram will cost about $30,000 in its 
first year of operation. The money 
will be supplied by the New York 
State Association for Crippled 
Children. Included in the fulltime 
staff of trained specialists will be 
a_psychiatrist-pediatrician, psy- 
chologist, three medical social serv- 
ice workers, a psychiatric social 
worker, two medical secretaries. 

Thorough study and treatment 


of an average patient will require 
about six months. It is estimated 
that approximately 180 children 
can be handled the first year. 


Ten Year Program 


More money will be spent for 
new hospitals than for any other 
type of building by the Catholic 
Church during the next 10 years. 
This was announced after a nation- 
wide survey of existing Catholic- 
owned buildings. 

It has been estimated that the 
church will spend 10 billion dollars 
during the 10 years on construc- 
tion, remodeling, furnishing, equip- 
ping and maintenance of its build- 
ings in the United States. The aver- 
age Catholic hospital will cost 
$1,168,237. 

High schools will receive the 
second highest allotment, and 
churches the third. 


End of Corps 


When the wartime cadet nurse 
program ends on October 15, it 
will have turned out about 125,000 
graduate nurses. Of these, about 
87 per cent have served or are 
now serving in civilian hospitals. 
The remaining 13 per cent went 
into federal hospital nursing. 

Established in 1943 by the Bol- 
ton Act, the cadet nurse program 
has given training to about 176,- 
000 cadets. Many of these women 
were taking postgraduate and re- 
fresher courses. Not all were can- 
didates for degrees. This number 
also includes those who dropped 
out or were unable to complete 
the course. 

Cadet graduations reached their 
peak during the year ending June 
30, 1947, when 33,920 women re- 
ceived diplomas. For the most 
part, this represents the classes 
which began their three-year 
terms in the fall of 1943, shortly 
after the Bolton Act went into ef- 
fect. Most graduating cadets had 
30 months of schooling and six 
months of actual nursing service 
as part of the program. All the 
academic courses now are com- 
plete. 

Altogether about $150,500,000 
was paid to schools of nursing for 
training undergraduate cadets. 
From these funds, trainees also 
received monthly stipends, sub- 
sistence and laundry service. 

Of 1,300 schools of nursing ap- 
proved in 1943 by state boards of 
nursing examiners, 1,125 took part 
in the Bolton Act program. 
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The first two Latin-American 
hospital administration students 
arrived in the United States last 
month for the Association’s inter- 
American fellowship program. Dr. 
Gabriel Borba of Brazil, and Dr. 
Guillermo Betanzos of Mexico re- 
ported at the University of Michi- 
gan on schedule, July 16. 


By mid-July, the status of three 
other accepted students was un- 
certain, according to Dr. Dallas G. 
Sutton, director of study of gov- 
ernment relations, at the Washing- 
ton Service Bureau. Dr. Sutton, 
secretary to the Association’s Com- 
mittee on Inter-American Fellow- 
ships in Hospital Administration, 
said he expected Dr. Lourdes De- 
Freitas Carvalho of Brazil to re- 
port before the end of July. Dr. 
Carvalho is the only woman in the 
group. 

Two Chileans, Dr. Raul Vera 
and Dr. Hugo Enriquez, were hav- 
ing trouble getting their govern- 
ment’s permission to travel in the 
United States because of a dollar 
shortage in Chile. 


Northwestern Commencement 


Twenty-one members of the 
June class, and six students who 
completed work in February, were 
awarded degrees in hospital ad- 
ministration by Northwestern Uni- 
versity, Chicago. Degrees were 
granted after completion of a 
course of academic study and one 
year of internship at a hospital. 





First Latin-American Students 


Both master and bachelor de- 
grees are granted by Northwest- 
ern, the only university offering 
an undergraduate degree in hos- 
pital administration. Since the 
course was established in 1943, 
Northwestern has awarded 40 mas- 
ter’s and 15 bachelor’s degrees. 


In the following list of February 
and June graduates, master’s de- 
grees were conferred unless other- 
wise indicated: 


Baker, Houston A., B.S., West Vir- 
ginia State College; M.B.A., Univer- 
sity of Pennsylvania. Administrator 
of Red Cross Hospital, Louisville. 

BILSTEIN, RosBerT F., B.S.H.A. Ad- 
ministrator of Graham Hospital, Keo- 
kuk, Iowa. 

BoLIncEerR, Ray K., B.S., Indiana 
University. Assistant administrator of 
Jackson Park Hospital, Chicago. 

Brooks, KENNETH E., R.N., B.S.H.A. 
Assistant administrator of Westlake 
Hospital, Melrose Park, IIl., since 
January 1948. 

CAMERON, FRANK M., B.S.H.A. As- 
sistant superintendent of St. Luke’s 
Hospital, Chicago. 

CarTER, Davin V., B.S., Southwest- 
ern Institute of Technology. Assistant 
administrator of Fitkin Memorial 
Hospital, Neptune, N.J. 

Cook, Howarp F., B.S., University 
of Missouri. Administrative resident 
at University of Iowa Hospitals, Iowa 
City. 

Cooper, WILMA M., B.S., State Uni- 
versity of Iowa. Assistant superin- 
tendent of Women and Children’s 
Hospital, Chicago. 

Cruz-GINORIO, RAFAEL A., A.B., 
Polytechnic Institute of Puerto Rico. 
Assistant superintendent of Presby- 
terian Hospital, Santurce, P.R., since 
January 1947. 






















SOME GRADUATES of the 1948 Northwestern University class in hospital administration, at 
the June commencement ceremonies, were (left) Wilma M. Cooper, Victor E. Jonak, Kenneth 
M. Brooks, Jack A. L. Hahn, John P. Garrison, Marguerite M. Ducker, Ray K. Bolinger, Dr. 
Malcolm T. MacEachern, director of the course, Rev. Armour H. Evans, Hulda L. Gunther, 
Carl C. Lamley, Frank M. Cameron, Henry X. Jackson, Howard F. Cook and James W. Marine. 
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Curtis, ALBERT A., B.S.H.A. 

Dickson, Bruce W. JrR., B.S.H.A. 
Administrator of Bethany Hospital, 
Kansas City, Kan. 

DucKER, MARGUERITE M., Ph.3., 
University of Chicago. Research di- 
rector of the program in hospital ad- 
ministration at Northwestern. 

DuspacH, GEORGE G., B.S., Ohio 
State University. Administrative as- 
sistant at University Hospitals of 
Cleveland since February 1948. 

Evans, ArMouR H., A.B., South- 
western College;:M.Th. and D.Th. 
Iliff School of Theology. Assistant 
superintendent of Wesley Hospital, 
Wichita, Kan. 

GARRISON, JOHN P., B.S., University 
of Kansas; B.S., Central Missouri 
State College. Administrator of Wi- 
nona (Minn.) General Hospital. 

Haun, JAcK A. L., B.A., Evansville 
College. Administrator of Memorial 
Hospital of Sandusky County, Fre- 
mont, Ohio. “ 

JACKSON, HENRY X., B.S., North- 
western University. Assistant admin- 
istrator of Herrick Memorial Hospi- 
tal, Berkeley, Calif. 

JONAK, Victor E., B.S., Northwest- 
ern University. Business manager of 
Lake County Tuberculosis Sanator- 
ium, Waukegan, IIl. 

KEMPE, PauL W., A.B., Augustana 
College. Assistant superintendent of 
Lutheran Deaconess Home and Hos- 
pital, Chicago. 

KRocHMAL, Casimir, B.S.H.A., Ad- 
ministrative assistant at Jersey City 
(N.J.) Medical Center. 

LAMLEY, CARL G., B.S., Northwest- 
ern University. Administrator of 
Highland Park (Ill.) Hospital since 
December 1946. 

Love, Mags. Jack P., Headquarters, 
Medical Field Service School, Brooke 
Army Medical Center, Fort Sam 
Houston, Texas. 

MarRINE, JAMES W., B.S., Albion 
College. 

McKELVvEY, JAMEs JrR., A.B., Buck- 
nell University. Director of Grafton 
City (W.Va.) Hospital. 

MERRILL, AMBROSE P. Jr., A.B., and 
M.D., Stanford University. Superin- 
tendent of St. Barnabas Hospital for 
Chronic Diseases, New York City. 

PAINE, HaRLAN L. Jr., A.B., Brown 
University. Administrator of Win- 
chester (Mass.) Hospital. 

‘ THomas, Rosert J., A.B., Universi- 
ty of California. Senior administra- 
tive assistant at Los Angeles County 
Institutions. 


Duke Institute 


A history meeting at which 
medical staff members audited the 
records of the medical service was 
a special event at the June insti- 
tute for medical record librarians. 
The institute, at Duke University, 
Durham, N.C., was the eighth 
sponsored jointly by the Associa- 
tion and the American Association 
of Medical Record Librarians 


HOSPITALS 













or eA 


— a 














-+ ORGANIZATIONS : - 





College of Surgeons’ Clinical Congress 


About 600 initiates will be re- 
ceived into fellowship by the 
American College of Surgeons at 
the convocation which will close 
its annual clinical congress, Octo- 
ber 18-22 at Los Angeles. The col- 
lege now has a total fellowship of 
more than 15,000 surgeons in 
North, Central and South America 
and in a few other countries. 

A four-day hospital standardiza- 
tion program for hospital em- 
ployees will be one part of the con- 
gress. Scientific sessions for sur- 
geons will be supplemented by 
operative clinics in Los Angeles 
area hospitals and by showings of 
operations by television and mo- 
tion pictures. 

4 


Delaware 


Dr. A. R. Shands Jr., medical 
director of the Alfred I. duPont 
Institute, Rockland, was installed 
as president of the Association of 
Delaware Hospitals at the annual 
convention, July 8. 

Officers elected were: President- 
elect, Dr. A. J. Hockett, director 
of Wilmington General Hospital; 
vice president, W. W. Ellis, busi- 
ness manager of Beebe Hospital, 
Lewes; secretary-treasurer, H. V. 
Maybee, managing director of 
Group Hospital Service, Wilming- 
ton. 

J. B. McCloskey of Wilmington 
was named delegate to the Ameri- 
can Hospital Association. His al- 
ternate is Mrs. Grace Little, super- 
intendent of Memorial Hospital, 
Wilmington. 


New York State 


_ The principle of collection of re- 
imbursable costs for patients hos- 
Pitalized through agencies and or- 
ganizations was approved at the 
May 26-28 meeting of the Hospi- 
tal Association of New York State. 
About 400 persons attended the 
annual convention at Lake Placid. 

New officers, elected and in- 
Stalled during the meeting, in- 
clude: President Lawrence E. 
Kresge, superintendent of Auburn 
City Hospital; first vice president, 
Bernard McDermott, superintend- 
ent of Long Island College Hos- 
pital, Brooklyn; second vice pres- 
ident, Carl P. Wright Jr., superin- 
tendent of St. Luke’s Hospital and 
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Utica Memorial Hospital; secre- 
tary (re-elected), Carl P. Wright, 
superintendent of General Hospi- 
tal of Syracuse; treasurer (re- 
elected), Moir P. Tanner, super- 
intendent of Children’s Hospital, 
Buffalo. 

Named delegates to the Ameri- 
can Hospital Association were Mr. 
Tanner, Dr. Morris Hinenburg, 
executive director of Jewish Hos- 
pital of Brooklyn; Dorothy Pel- 
lenz, superintendent of Crouse Irv- 
ing Hospital, Syracuse, and Dr. 
E. L. Harman, director of Grass- 
lands Hospital, Valhalla. Alter- 
nates are Rev. J. J. Curry, di- 
rector of the division of health 
and hospitals, Catholic Charities 
of New York; William G. Illinger, 
administrator of White Plains 
Hospital; P. G. Savage, superin- 
tendent of Niagara Falls Hospi- 
tal and Mr. Kresge. 


New Mexico 


Mary Young, superintendent of 
Miners’ Hospital, Raton, was in- 
stalled as president of the New 
Mexico Hospital Association at 
the annual meeting, May 28-29, 
in Albuquerque. 

Officers elected were: Presi- 
dent-elect, Roy W. Bashaw, ad- 
ministrator of Carrie Tingley Hos- 
pital, Hot Springs; vice president; 
Sister Mary Jude, registrar of St. 
Joseph Hospital, Albuquerque; 
secretary, James J. Connelly, bus- 
iness manager of Miners’ Hospi- 
tal, Raton. 

Frank C. Gabriel, superintend- 
ent of Southwestern Presbyte- 
rian Hospital, Albuquerque, was 
named delegate to the American 
Hospital Association. Miss Young 
is his alternate. 


Arkansas 


Marvin H. Altman, administra- 
tor of Sparks Memorial Hospital, 
Fort Smith, was installed as pres- 
ident of the Arkansas Hospital As- 
sociation during the annual meet- 
ing, May 19-20, at Little Rock. 

Officers elected were: Presi- 
dent-elect, R. C. Warren, admin- 
istrator of Davis Hospital, Pine 
Bluff; vice president, Mrs. Della 
A. Walters, administrator of Con- 
way Memorial Hospital; secre- 
tary, K. W. Newman, administra- 


tor of University Hospital, Little 
Rock; treasurer, C. C. Cooper, 
administrator of City Hospital, 
Magnolia. 

Ruth Beall, administrator of the 
Arkansas Children’s Home and 
Hospital, Little Rock, was named 
delegate to the American Hospital 
Association, and John Gilbreath, 
administrator of Baptist State 
Hospital, Little Rock, alternate. 


North Dakota 


Rev. Antohony Peschel, dioces- 
an director of Catholic hospitals, 
Fargo, was installed as president 
of the North Dakota Hospital As- 
sociation at the annual meeting, 
May 5-6, at Grand Forks. 

Newly elected officers are: 
President-elect, Martin Lange- 
haug, administrator of St. Luke’s 
Hospital, Fargo; vice president, 
H. D. Keller, administrator of 
Deaconess Hospital, Grand Forks; 
secretary, Sister Veronica Alice, 
business manager of St. Johns 


~ Hospital, Fargo; treasurer, Sister 


Jane, business administrator of 
St. Alexius Hospital, Bismarck. 

J. C. Lund, administrator of Tri- 
nity Hospital, Minot, was named 
delegate to the American Hospi- 
tal Association. The alternate is 
Rev. A. J. Galowitsch, diocesan 
director of Catholic hospitals of 
the Bismarck diocese, New Eng- 
land. 


New Jersey 


A total of 449 persons registered 
at the annual meeting of the New 
Jersey Hospital Association. It 
was the largest attendance in the 
history of the association. 

A resolution was approved 
which authorized a special com- 
mittee to study the organizational 
structure of the association and to 
recommend changes in the by-- 
laws. The study will be based on 
the association’s experience of tte 
past 18 months with a fulltime of- 
fice and executive director. 

Dr. Herbert W. Wortman, di- 
rector of Mountainside Hospital, 
Montclair, was installed as presi- 
dent. 

Officers elected were: Presi- 
dent-elect, George C. Schicks, Sc. 
D., director of Perth Amboy Gen- 
eral Hospital; vice president, M. 
H. Teaze, trustee of Mountainside 
Hospital; secretary and execu- 
tive director, J. Harold Johnston, 























Trenton; treasurer, Russell P. 
Dey, trustee of William McKinley 
Memorial Hospital, Trenton. 

F. Stanley Howe, director of 
Orange Memorial Hospital, and 
George H. Buck, superintendent 
of Mercer Hospital, Trenton, were 
named delegates to the American 
Hospital Association. Alternates 
are I. Ellis Behrman, director of 
Beth Israel Hospital, Newark and 
Dr. Wortman. 


Maryland—D.C. 

Benjamin W. Wright, superin- 
tendent of Memorial Hospital, 
Cumberland, was named president- 
elect of the Maryland-District of 
Columbia Hospital Association at 
the annual spring conference, May 
27-28 at Frederick, Md. 

He succeeds Brady J. Dayton, 
superintendent of Peninsula Gen- 
eral Hospital, Salisbury, Md., who 
resigned recently. Mr. Wright will 
take office at the association’s an- 
nual meeting, November 3-4, at 
Washington, D.C. 


Louisiana 


Dr. R. E. C. Miller of the Texada 
Clinic, Alexandria, was installed as 
president of the Louisiana Hospital 
Association during the annual 
meeting, June 17-18, at New Or- 
leans. The Louisiana Dietetic As- 
sociation met concurrently. 

Officers elected by the state hos- 
pital association included: Presi- 
dent-elect, A. P. Richard of the 
Eye, Ear, Nose and Throat Hospital, 
New Orleans; secretary-treasurer 
(re-elected), R. E. Blue, business 
manager of Tri-State Hospital, 
Shreveport. 

Mr. Blue was named delegate to 
the American Hospital Association. 
His alternate is John F. Screen of 
the Hotel Dieu, New Orleans. 


Pharmacists 


Mrs. Joyce Gaines, chief phar- 
macist of Georgia Baptist Hospital, 
Atlanta, was installed as president 
of the Southeastern Hospital Phar- 
macists Association recently. The 
pharmacists met in conjunction 
with the Southeastern Hospital 
Conference. 

Elected at the meeting were: 
President-elect, Albert H. Lauve, 
chief pharmacist of Mercy Hospi- 
tal, New Orleans; vice president, 
C. Joseph Vance, administrator of 
South Highland Infirmary, Birm- 
ingham; secretary-treasurer, John- 
nie Crotwell, chief pharmacist of 
Druid City Hospital, Tuscaloosa, 
Ala. 
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SURVEY, PLANNING 





The Second Stage 


With 52 of the possible 53 Hill- 
Burton state and territorial plans 
approved, the Division of Hospital 
Facilities of the Public Health 
Service has turned practically all 
its attention to project applications. 
Only Nevada has no approval plan, 
and by mid-July there were few 
indications that one would be sub- 
mitted soon. 

The approved plan list was 
brought up to 52 when Delaware, 
Rhode Island, Wyoming and the 
Virgin Islands came through just 
in time to be signed during fiscal 
1948, which ended June 30. 

Initial project applications have 
been coming in steadily, but com- 
pleted applications —those with 
Part IV finished—have been much 
slower. Of 354 applications by mid- 
July, only 52 were complete and 
could be approved fully. The 354 
applications represented nearly 
$164,000,000 in construction. The 
government will furnish more than 
$47,000,000 of this. 

Officials at the Division of Hos- 
pital Facilities expect the number 
of completed applications to rise 
sharply soon, so that the figure will 
parallel the number of initial re- 
quests. 

In the meantime, the division is 
trying to adjust state allotments to 
provide the $100,000 minimum 
approved by Congress last month 
for each state in fiscal 1949. Only 
the Virgin Islands will get less. 


Project Applications 


Following is a list of project con- 
struction applications approved by 
the U.S. Public Health Service un- 
der the Hill-Burton Act. The list 
is divided by states and carries the 
following information in order: 





POLIO INSTITUTE 


An institute on the nursing 
care of patients with poliomye- 
litis was sponsored by the nurs- 
ing staff of George Washington 
University Hospital, Washing- 
ton, D.C., last month. Object 
of the five-day program was to 
acquaint the nursing staff with 
the most recent trends in com- 
plete care of poliomyelitis pa- 
tients. 











Name of institution, city, type of 
facility to be built, number of beds, 
type of ownership, estimated total 
cost and estimated federal share. 


ALASKA 


Maynard-MacDougall Hospital, Nome; 
general; 34; nonprofit; $440,400; $41,400 
(1948) (split project). 


CONNECTICUT 


Sharon Hospital; general; 53; nonprofit; 
$103,680; $34,560 (add. and remod., pickup). 


GEORGIA 
Macon City Hospital; general; public; 
$170,766; $56,922 (alt. and add., pickup). 
Stewart-Webster Hospital, Richland; 
general; 24; public; $212,000; $70,666. 


HAWAII 


Puumaile or tgee sree Hospital, Hilo; 
tuberculosis; 216; blic; $2,481,460; $222,- 
975 (1948), $162, 068 P1949) (split project). 


KANSAS 


Mount Carmel Hospital, Pittsburg; gen- 
eral; 9; nonprofit; $600,000; $200,000 (Boiler 
rm., new wing and remod. as 


Edwards County Hospital, Kinsley; gen- ‘ 


eral; 22; public; $226,500; $75,000. 


LOUISIANA 
Ruston Hospital; general; 7; nonprofit; 
yee 23,333 (add.). 
uston Hospital; general; 7; nonprofit; 
$8, RO: $2,666 (heating system). 


MARYLAND 
a Bacteriology Laboratory, Balti- 
; bacteriology laboratory; public; 
$90, 720; $30,240 (add. and alter., pickup). 


MICHIGAN 

Dickinson County Memorial Hospital, 
Iron Mountain; general and _ outpatient 
dept.; 72; public; $900,000; $300,000. 

St. Joseph’s Hospital, Hancock; general 
and gg ye dept.; 150; nonprofit; $2,- 
025,000; $675,000 

Schoolcraft Memorial Hospital, Manis- 
tique; general; 32; public; $421,200; $140,- 
400. 


MISSISSIPPI 
Ellisville Municipal Clinic; general clin- 
ic; 6; public; $81,347; $26,583. 
Jefferson Davis County Hospital, Pren- 
tiss; general; 30; public; $237,700; $76,900. 
Tunica County Hospital; general; 25; 
public; $222,100; $71,600. 


NEBRASKA 


Oakland Memorial Hospital; general; 20; 
nonprofit; $200,000; $66,666. 


OKLAHOMA 
LeFlore County Memorial Hospital, Po- 
teau; general; 40; public; $375,000; $125,000. 
St. Joseph’s Hospital, Seminole; general; 
30; public; $216,000; $62,000 (add.). 


SOUTH CAROLINA 

Colleton County Public Health Center, 
Walterboro; public health center; public; 
$75,900; $25,300. 

South Carolina State Hospital, Columbia; 
mental; public; $64,216; $21,405. (new ice 
and refrig. plant). 

Hampton County Hospital; general; 25; 
public; $267,000; $83,333. 


TENNESSEE 

here City Memorial Hospital; gener- 

; 125; nonprofit; $900,270; $25,000 (1948), 
345, 090 (1949) (split project). 

East Tennessee Crippled Children’s Hos- 

pital, Knoxville; orthopedic; 70; publ ni 
$300, 065; $29,228 (1948), $70, 793 (1949) (spli 
project, remod. and add.). ee 

Lincoln County. Hospital, Fayettevi 
general; 35; public; $376,000; $125,333 
(add.). 


WEST VIRGINIA 


Charleston Memorial Hospital: 
116; nonprofit; $3,000,000; $1,000,0 
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OF IDENTIFICATION 
HERE! 


Sealed on at birth, a bracelet or necklace of 
DEKNATEL “Name-on” Beads assures positive 
baby identification —eliminates risk of an embar- 
rassing baby mix-up. Virtually indestructible, un- 
affected by washing or sterilizing, these sanitary 
beads stay on until cut off when the baby leaves 
the hospital. Attractive, inexpensive, easy to work 
with, DEKNATEL “Name-on” Beads have proved 
their value through a quarter century of use in 
many leading hospitals. 


DEKNATEL 


THE ORIGINAL “NAME-ON”’ BEADS 


MADE IN U.S.A. BY 
J. A. DEKNATEL & SON 
QUEENS VILLAGE 8, (L.I.), N.Y, 








DEBS SILVER 


There is nothing finer for serving cheer with your food 
than to serve your patients’ meals on DEBS fine silver. 
Its beauty of design and rich texture have the 
knack of making even the simplest menus 
more inviting. You'll find that the 18 
per cent Nickel Silver Base, EXTRA 
heavily plated with Sterling means 
durability with low replacement— 
things to think of in these days of 
rising prices. When you can obtain 
this superb quality at such reasonable 
cost, we believe it is worthy of your 
serious consideration. Inquire today 
to find how wise and economical it is 
to add DEBS Fine Silver to your in- 
stitution. 


3: HOSPITAL SUPPLIES, Inc. 


118 South Clinton Street @ Chicago 6, Illinois 
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Honor Ceremony at the Convention 


The American College of Hospi- 
tal Administrators is planning a 
special ceremony to honor the As- 
sociation on the occasion of its fifti- 
eth convention, September 20-23 at 
Atlantic City. Formal recognition 
of the anniversary will be paid 
during the annual convocation of 
the college, on Sunday afternoon, 
September 19, at the Hotel Clar- 
idge. 

Edgar C. Hayhow, Ph.D., presi- 
dent of the college, will present a 
plaque to President Graham L. 


Davis, representing the Associa- ’ 


tion. This will be followed by an 
address by the Rev. Harry Milton 
Taylor, minister of Calvary Meth- 
odist Church, East Orange, N.J. 
Rev. Taylor, who formerly held the 
chair of philosophy at Drew Semi- 
nary, Madison, N.J., will give a 
short message on the _ spiritual 
aspects of leadership, as exempli- 
fied by the Association’s activities 
during its 50 years. Musical num- 
bers by the acapella quartet of the 
Westminster College Choir also 
will be included in the program. 

On Monday, September 20, at 
the college’s general membership 
assembly, Association Executive 
Director George Bugbee will re- 
ceive an award of appreciation. 
It is to be presented in recognition 
of his services in the cause of bet- 
ter hospital care. 


Hospital Ship 


One special feature of the fiftieth 
annual convention will be presence 
of the U.S.S. Consolation, Navy 


THE NAVY hospital ship, U.S.S. Consolation, will be anchored at Atlantic City for the 


first two days of the convention. Association members will have a chance to inspect it. 
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hospital ship. The ship will anchor 
off Atlantic City on Sunday, Sep- 
tember 19, and will be open for in- 
spection Monday and Tuesday. Ex- 
act hours will be announced. 


The Consolation is about 500 feet 
long. When taxed to capacity, it 
will carry about 600 officers and 
men, and will provide hospital care 
and transportation for 800 patients. 


Operating rooms are located on 
the second deck. Clinical facilities 
and the administrative suite are on 
the deck below, allowing full use of 
upper decks for wards. The ship 
has full mechanical air condition- 
ing throughout the hospital and 
crew spaces. 


Explosion Study 


The federal government has 
established a nine-man committee 
to conduct a scientific investiga- 
tion of explosions in hospital oper- 
ating rooms. Since 1946, the ‘As- 
sociation’s Safety Committee has 
had a similar study under way. 
The government has requested 
that an Association committee 
member be appointed to its new 
group, and this is expected to re- 
late the work of both committees 
and to provide a place for ex- 
change of information. 


The new committee will study 
floors, ventilation, movable equip- 
ment and clothing worn in the 
operating rooms. Findings will be 
available to builders of private 


‘hospitals as well as to all govern- 


ment departments. 


W. E. Reynolds, commissioner o! 
the public buildings administra- 
tion, Federal Works Agency, cre- 
ated the committee. His agency has 
been designing and constructing 
hospitals for almost a century and 
now is working on plans for the 
500-bed government research hos- 
pital at Bethesda, Md.; the 1,250- 
bed District of Columbia Hospital 
Center, and a 635-bed Marine hos- 
pital at San Francisco. 


Employee Source? 


Many hospital administrators 
have shown an interest in using 
displaced persons as employees. 
Presidential approval of Public 
Law 774, the Displaced Persons 
Act of 1948, opens the way for 
205,000 such persons during the 
next two years. 

Three preferences have been set 
up. The first is for eligible dis- 
placed persons experienced in 
agriculture. 

The second preference is the one 
that may affect hospitals. This is 
for those with special educational, 
scientific, technological or profes- 
sional qualifications. 


Proposed Manual 


A manual on plant operation 
and hospital maintenance will be 
prepared under the direction of 
the Council on Hospital Planning 
and Plant Operation. It will be- 
come part of the series of man- 
uals proposed by the Association 
for the guidance of the heads of 
service departments within the 
hospital. 


For Clarification 


When the Association Board of 
Trustees met at Chicago, June 18 
and 19, it cleared a heavy docket of 
resolutions, program plans and 
policy statements (see news sec- 
tion for July). 

The Board action represents final 
endorsement of official statements, 
some of which have been under 
study by committees and councils 
for several years. The three policy 
statements are “Hospital Aims for 
Community Relations,” ‘Service 

* Benefits in Blue Cross Plans” and 
“The Blue Cross Concept.” 

A final resolution clarifies the 
Association’s recommendations for 
the proper conduct of the Veterans 
Administration hospital construc- 
tion program. 

Because of the significance of 
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these documents, they are being 
printed in HospiTats. “The Blue 
Cross Concept’”’ and “Hospital Aims 
for Community Relations” are re- 
produced in full this month. The 
other documents will appear in 
later issues. 


The Blue Cross Concept 


The method for prepayment of 
hospital bills through Blue Cross 
plans was conceived in the public 
interest and has developed into one 
of the greatest voluntary public 
trusts in the history of organized 
society. These plans stand today as 
convincing evidence of the ability 
and determination of individuals to 
evolve a pattern of protection to 
serve their needs through volun- 
tary effort, coordinated action, and 
pooled resources. 


Origin of Blue Cross: Blue Cross 
plans were developed and derive 
their strength from the same forces 
and in the same manner that hos- 
pital facilities were established and 
continue to be expanded. Early ex- 
periments with prepayment hospi- 
tal plans in industrial units and in 
single hospital programs were us- 
ually initiated by voluntary groups, 
business management or hospital 
authorities. Later Blue Cross plan 
development paralleled modern 
social and industrial planning 
through consolidation of these in- 
dividual efforts, thus establishing 
community or area-wide programs. 
Broadened public service concepts 
stemmed from hospital leadership 
and reflected: the same motivations 
which combine to effect the devel- 
opment of hospital service. 

During the early years of hospi- 
tal development, their services were 
relatively simple, composed pri- 
marily of domiciliary care for bed 
patients. The advent of public 
health programs, the emphasis on 
preventive medicine, and new de- 
velopments in therapeutic treat- 
ment have added much to the com- 
plexity of modern hospital services. 
In addition to the maintenance of 
high quality care within the insti- 
tution, the hospital has been called 
upon to conduct activities which 
reach out into the community. Pro- 
fessional education, clinical re- 
search, vocational rehabilitation, 
medical social service, outpatient 
care, provision of facilities for phy- 
sicians’ offices in hospitals, creation 
of conditions conducive to coordin- 
ated medical service, and the con- 
duct of health education programs 
are some of their most important 
adjunct community services. The 
Blue Cross plan is another special- 
ized activity dependent upon hos- 
pital support for continued effec- 
tiveness. 


Reasons for establishment: Voluntary 
and governmental hospitals, by 
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1948 DIRECTORY 


The 1948. edition of the 
American Hospital Directory 
is scheduled for distribution 
sometime this month. It is the 
fourth edition of the book, is 
going to be mailed to ap- 
proximately 4,000 institutional 
members and to other sub- 
scribers. 

Among information included 
in the directory are statistics on 
hospitals, data on the American 
Hospital Association and allied 
national, regional and _ local 
groups, and general informa- 
tion. Listings of hospitals by 
states and an alphabetical list 
of the Association’s personal 
membership also are included. 











both legal and moral definition, are 
public agencies which exist pri- 
marily for the conservation and 
improvement of public health. 
They enjoy special tax privileges. 
They are created through public 
expressions of need. They use both 
public and private funds for their 
establishment and operation. The 
public confidence in hospital de- 
velopment is characterized by the 
service records of the members of 
hospital governing boards. All of 
these conditions support the con- 
clusion that hospitals are public 
service agencies. They have recog- 
nized a rapidly growing public 
appreciation of good hospital care. 
They have accepted responsibility 
for a large contribution to a high 
level of public health. But they 
have responsibility not only for 
the operation of hospital facilities; 
they also have responsibility for 
wide distribution of their services. 


Particularly during the past 
twenty years as hospital care grew 
in extent and complexity, stimu- 
lated by the expansion of medical 
science, it also increased in cost. 
This higher cost coupled with the 
reduced personal purchasing pow- 
er in the 1930’s made it appear that 
the public would be able to finance 
less rather than more hospital care 
in the usual fee-for-service man- 
ner. To overcome the apparent di- 
lemma, the Blue Cross formula 
was developed to bridge the gap 
between the individual’s resources 
and his need for hospital care. 


It was in the public interest that 
hospitals expanded their function 
from the administration of hospi- 
tal service to the establishment of 
a system to assure the wide avail- 
ability of their services. Although 
this was the basic reason for initi- 
ating the Blue Cross movement, lo- 


cal conditions and personal preju- ~ 


dices sometimes dominated the 
emphasis placed upon the reasons 
for plan origin and growth. In 
some communities, the assurance 
of hospital operating income was 
stressed. In others, the assurance 
of employment for a full staff of 
professional, technical and admin- 
istrative personnel was empha- 
sized. In a few, the need of addi- 
tional income to expand hospital 
facilities was cited as the reason 
for the establishment of Blue Cross 
plans. But these are only elements 
of the broad purpose of mainte- 
nance and perfection of the hospital 
program in its proper position in 
the social welfare program of the 
community. Likewise, promotion 
of the program among poten- 
tial subscribers was accomplished 
through emphasis upon personal 
benefits, such as the more ready 
access to hospital care; the removal 
of financial burdens due to unex- 
pected illness; the ability to bud- 
get an unknown expenditure; the 
preservation of free choice of phy- 
sician and hospital, and the guar- 
antee of greater diagnostic services. 
These significant values to the in- 
dividual have carried plans to their 
present position of importance. But 
their origin and objectives stem- 
ming from the hospitals’ social pur- 
pose explain their basic strength. 


Blue Cross plans were estab- 
lished to assist the public to obtain 
full use of the hospital services 
which public interest and modern 
medicine had created. They fit a 
pattern of change in the method of 
financing hospital care which 
emerged during a period of de- 
pressed economic conditions when 
the base of hospital support shifted 
from the few to the many. 


Function of Blue Cross plans: The serv- 
ice activities of hospitals involve 
occasional contact with only a seg- 
ment of the population—ill per- - 
sons. Blue Cross plans involve 
continuous support of the entire 
public—both well and ill persons. 
Plans were organized, therefore, 
on a broader base than the other 
direct services of hospitals. Also, 
they represented a formalized joint 
effort of hospitals which required 
corporate status. This explains the 
seemingly independent status of 
the Blue Cross organizations in 
some communities. But the form of 
organization of these groups does 
not alter their function. The Blue 
Cross plan is a device employed by 
hospitals to ensure full use of com- 
munity resources for the care of 
the sick. The securing of members 
and the payment of hospital bills 
are the primary functions of Blue 
Cross plans. They have responsibil- 
ity to extend the program as 
broadly as possible and they should 


_provide as complete benefits as are 


consistent with sound administra- 
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tion and acceptable hospital prac- 
tice. 


Relationship to hospitals: Relationships 
of plans to hospitals and to the 
public have been described in a 
number of ways.:They have been 
defined as public agents, as hos- 
pital partners, and as collection 
agencies—but these concepts are 
not broad enough to fully reflect 
plan functions and responsibilities. 
An accurate appraisal of plan sta- 
tus must organically relate plans 
with their sponsors; and so only a 
category which describes plans 








as an operating unit of hospitals 
establishes them in their proper 
position. Blue Cross plans are the 
agents of hospitals. 

Plans have been considered 
agencies of the public primarily 
because of their dependency on 
hospitals for the services rendered. 
Plans did not have their origin in- 
dependent of hospitals. They were 
not created to stand apart from 
hospitals. They have no substance 
without close hospital ties. Hos- 
pitals are public agencies and all 
hospital activities are subject to 
public approval. By definition, the 
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were it not for the thumb and four fingers to put them into execution. 

When it comes to hospitals, the four Weck-men are the hands of serv- 
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The third finger on the Weck hand of service is the repairing of broken, 
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age scissors to the delicate hand-honed microtome knife blades. 


Put these Weck hands of service to work for your hospital, write for 
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hospital is the designated agenc: 
to organize and operate hospita! 
facilities for the public. Hospitals 
established plans to assist the pub 
lic to finance good hospital care. 
Hospital economics and hospital 
service are inseparable. Both ele- 
ments of the program must be in- 
extricably united. Because the mo- 
tivating force for the establish- 
ment of plans originated in hospi- 
tals, it is illogical to assume that 
plans exist for the purpose of pro- 
tecting the public interest in hos- 
pital development. 

As public service agencies, plans 
must be responsive to public need 
and must represent public interest. 
Thus far, no acceptable or effec- 
tive method has been demonstrated 
for securing public representation 
in determinations of plan policy 
other than as it stems from the 
hospitals themselves as_ public 
service agencies. 

The concept of partnership of 
plans with hospitals implies equal 
status in the provision of service. 
Hospital functions cover all phases 
of the administration of a complex 
health service. Blue Cross plans 
are concerned with financing the 
use of available services and facil- 
ities. Although a partnership re- 
quires joint effort, it also requires 
joint responsibility for the man- 
agement of the venture. Blue Cross 
plan personnel do not have the 
specialized skills necessary for ef- 
fective hospital administration. 
Theirs is a specialized activity in 
the field of hospital finance. Re- 
sponsibility for the administration 
of this phase of hospital operation 
cannot be extended to include the 
entire’ hospital program, nor can 
it be established in such manner 
as to interfere with the balance of 
the program. 

Plans sometimes have _ been 
characterized as collection agencies 
for hospitals. Wide participation 
in plan membership provides pub- 
lic assurance of the availability of 
hospital care when needed through 
a broadened financial base of hos- 
pital operations. Therefore, main- 
tenance of a stand-by service is 
an objective accomplished partial- 
ly through the medium of Blue 
Cross plans. This concept places 
emphasis upon the readiness of 
hospitals to serve rather -than upon 
reimbursement for services rend- 
ered. The characterization of plans 
as collection agencies is not ade- 
quate to describe their functions. 
It limits the functions of plans in 
a way which does not permit full 
use of the potential resources of 
experience, education and _ influ- 
ence which result from careful 
planning and vigorous promotion. 

The form of organization of Blue 
Cross plans places them in the 
position of an intermediary agency 
representing the interests of both 
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the hospitals and the public. The 
elements of public sezvice in plans 
stem from the organization and 
purpose of hospitals. The develop- 
ment of plans was an extension of 
hospital service. Although their 
prime purpose is the conduct of a 
system to assure the degree of use 
of hospital facilities needed by the 
public and the maintenance of 
adequate finances to support com- 
plete facilities, plans’ responsibili- 
ties extend further. Plans function 
outside the hospital in much the 
same manner as specialized depart- 
ments function inside the hospital. 
Both must have technical person- 
nel and both have specialized ac- 
tivities to perform. Through plans, 
these intra-institutional activities 
are brought closer to the outside 


public. The Blue Cross program is 
the device employed by hospitals 
to provide technical services to 
maintain functional relationships 
between hospitals and public. Plan 
personnel are technical advisors 
to hospitals in the field of social 
engineering as related to the distri- 
bution of hospital care. In broad 
relief, plans exemplify the public 
service aspects of hospitals. They 
operate as an extension and an 
integral part of the hospital pro- 
gram. 


Essential Elements of Blue Cross Plans: 
THE NONPROFIT CHARACTER of Blue 
Cross plans in practice as well as 
in theory is one of the distinctive 
qualities which differentiate them 
from various forms of commercial- 
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infection may be mirimized by the prompt, topical application of an efficient antibac- 


For this purpose, fine-mesh gauze strips impregnated with Furacin 


Soluble Dressing may be used. The effectiveness of Furacin in combatting mixed in- 


fections of burns without delay of healing has been well demonstrated.* 
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Solution, both containing 0.2 per cent Furacin.® These preparations are indicated for 
topical application in the prophylaxis and treatment of infections of wounds, second 


and third degree burns, cutaneous ulcers, pyodermas and skin grafts. 


request. 


Literature on 
EATON LABORATORIES, INC., NORWICH, N.Y. 


*Snyder M. L., Kiehn, C. L. and Christopherson, J. W.: Mil. Surgeon, 97: 380, 1945. ¢ Shipley, 
J.M 


E. R. and Dodd M. C.: Surg., Gynec. & Obst., 84: 366, 1947 © Mays, J. ice 
Surg. Clin. N. America, 1466 (Dec.) 1947. 


Georgia, 36: 263, 1947. © Curtis, L.: 






120 


. Assoc. 


ly offered hospital insurance. Their 
organic relationship to hospitals is 
acceptable evidence of the interit 
and fact of nonprofit operations. 


UNIVERSAL ENROLLMENT is an ob- 
jective of Blue Cross plans. The 
history of their development re- 
cords continuous reduction in 
membership restrictions to a point 
where opportunity for participa- 
tion has been made available not 
only to small employed groups but 
also to large segments of other 
classes in the population usually 
barred from coverage in other 
types of prepaid hospital protec- 
tion. Only without discriminatory 
selection of participants made pos- 
sible through hospital sponsorship 
can a prepayment hospital service 
plan accomplish optimum public 
service. 





SERVICE BENEFITS, which are 
unique in the Blue Cross program, 
are possible primarily because of 
hospital sponsorship. This arrange- 
ment permits an elastic coverage 
to meet the special needs of the in- 
dividual patient: This is the funda- 
mental basis upon which any com- 
prehensive health service program 
must be established. It reflects the 
broad service program of hospitals 
which attracts public support. 


SPECIAL METHODS AND AMOUNTS 
OF PAYMENT, which hospitals ac- 
cept from plans for services to 
subscribers and which are possible 
because of this organic relation- 
ship, are major characteristics of 
the program. Only when plans are 
prepared to pay and can guarantee 
reimbursement of either a specified 
indemnification or the established 
hospital rates for services rendered 
does consideration of negotiated 
rates become academic. But cash 
indemnities are not compatible 
with service benefits and hospital 
charges appear more flexible and 
changing than plans can meet dur- 
ing the present period of inflation- 
ary trends. Although the converse 
may be true during periods of de- 
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SAFE AND SURE 
... For Your Operating Room 


To provide you with safe and 
sure models of ether and suction 
apparatus Sorensen continuously 
collaborates with prominent mem- 
bers of the medical profession. 

BOTH cabinet and portable 
models are equipped with safety 
overflow traps to prevent pump 
clogging and to insure continuous 
operation. All cabinet models have 
N. Y. City approved explosion- 
proof motors, mercury switches; 
are sound-proofed, and fitted with 
ball-bearing casters. 

Many types of cabinet and port- 
able prs of Ether, Suction and 
Treatment Apparatus are available 
to fit your needs. 


Write now for the Sorensen 


The model illustrated has posi- 
tive-acting, indirect-drive, slow-run- 
ning, quiet double rotary pump 
with 16-0z. snap-fit ether bottle, 
pressure regulator, warm water 
jacket. 

It has 32-oz. snap-fit suction bot- 
tle with overflow trap and regula- 
tor; ether hook, Yankauer tonsil 
suction tube, and Poole's abdom- 
inal aspirating tube; I-gal. suction 
bottle and overflow trap. 

Both suction bottles may be used 
simultaneously from independent 
vacuum sources. Cabinet is ap- 
proximately 12 x 18 x 32 inches; 
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flation, experience indicates that 
a fundamental aspect of successful 
Plan operation bears upon their 
special methods of hospital pay- 
ment developed in agreement with 
their member hospitals. 

HOSPITAL GUARANTEE AND SPON- 
SORSHIP.are the foundation of the 
Blue Cross program. No plan has 
been organized without public an- 
nouncement of hospital support. 
Basic hospital support has been 
withdrawn from no approved plan 
even in times of financial stress. 
There have been suggestions that 
hospital guarantee of plan bene- 
fits is no longer necessary; that the 
public investment in plans can be 
safeguarded by other means. In 
fact, however, hospital endorse- 
ment of Blue Cross plans estab- 
lishes a moral responsibility of 
hospitals to support contractual 
agreements between the plans and 
the public. Such endorsement is in- 
terpreted by the public to mean a 
willingness to assume full respon- 
sibility for the provision of service. 
Also, hospitals have been so close- 
ly identified with the development 
of the Blue Cross program that 
they cannot disclaim their respon- 
sibility for it. Even without active 
participation in the conduct of 


plans and without a formal guar- 
antee of their services, hospitals 
would be impelled through public 
pressures to assume a position of 
responsibility for the fulfillment 
of their agreements. Hospital spon- 
sorship is a badge of distinction 
which can neither be shed by 
plans nor repudiated by hospitals. 

By reason of their nonprofit 
character, their objective of broad 
public coverage, their service 
benefits and their negotiated meth- 
ods and amounts of hospital pay- 
ments, Blue Cross plans have 
acquired the qualities which in 
combination have established one 
of the greatest voluntary public 
trusts. This position can be sus- 
tained only with the sympathetic 
guidance and ultimate responsibil- 
ity of hospitals. 


Hospital Aims 
for Community Relations 


The primary objective of Ameri- 


. ean hospitals is to enable all mem- 


bers of each community to receive 
hospital care of such quality and 
quantity as the people themselves 
will finance. The voluntary and 
governmental hospitals belong to 
the community; they are the com- 
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munity and speak for the commun- 
ity. 

In the face of almost insur- 
mountable difficulties, the evidence 
is conclusive that American hos- 
pitals have provided and are pro- 
viding what is acknowledged to be 
the best service in the world. 

These hospitals will continue to 
meet their challenge and will wel- 
come the opportunity to cooperate 
in efforts to achieve mutual under- 
standing and agreement between 
the patient, public and individuals 
who serve patients in our hospitals 
to the end that their ideals and 
aims ultimately may be more near- 
ly attained. 

In this respect, hospital concepts 
at times may differ considerably 
from those of the professions that 
serve patients in hospitals. Despite 
the fact that there always has been 
a large element of public interest 
permeating the professions, it is 
inevitable that this should be qual- 
ified by personal «motivations. 

Therefore it is now deemed ad- 
visable to clarify the position of 
hospitals in relation to patients, 
community, employees and others 
serving patients in hospitals, so 
that individuals and associations 
may better understand and recog- 
nize the position of hospitals in 
serving their communities. 


The challenge to American hos- 
pitals is to achieve a balance be- 
tween the desires of those who 
serve patients and the ability of the 
community, that is, the public, to 
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meet those desires. At the same 
time, the hospital must provide 
the maximum of service needed 
and this must be as high in quality 
as conditions permit. It is axio- 
matic that at times quality may 
of necessity be sacrificed to quan- 
tity, as was seen during the war. 
This may also happen at any time 
that public support of hospitals 
is insufficient to meet the competi- 
tion of other markets for available 
personnel. 

The American Hospital Associa- 
tion and its members have striven 
diligently for a workable balance. 
For example, when there were 
not enough nurses to meet patient 
needs, hospitals did much, and 
with considerable success, to stim- 
ulate the recruitment of new stu- 
dents to our hospital schools of 
nursing. The American Hospital 
Association has assisted hospitals 
to achieve better personnel prac- 
tices and salary scales to attract 
personnel to hospital employment. 

At the same time the hospitals 
have tried to make plain to nurses 
and others the practical limitations 
of hospitals to meet demands which 
the public is not yet prepared to 
finance. Hospitals have not only co- 
operated, but have taken leader- 
ship in developing ever increasing 
appreciation by the public of the 
benefits to be derived from ade- 
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quate public support of hospitals. 
The American Hospital Associa- 
tion, which initiated and developed 
Blue Cross plans, is responsibje 
for one of the most positive steps 
ever taken by any organization to 
assist people to meet the costs of 
illness. These are but a few ex- 
amples of constructive action by 
the Association and its member 
hospitals. 

Increased efficiency reduces cost. 
Efficiency, too, has been an area 
of intensive activity by the Asso- 
ciation. Improved methods of cost 
accounting, utilization of surplus 
property, institutes and training 
programs for hospitals personnel, 
and research studies are other ex- 
amples of positive efforts. 


Hospital emphasis on efficiency 
should have its counterpart in sin- 
cere efforts by the professions for 
the production of an honest day’s 
work by each professional indi- 
vidual. It must be admitted that 
there are still far too many pa- 
tients who complain of lack of in- 
terest of hospital personnel in their 
needs. There is a real challenge to 
professional organizations’ to in- 
culcate in each of their members 
a high motivation of service to 
patients. 

Organizational programs to im- 
prove the personal status of pro- 
fessional people should be con- 
ducted in such a manner as not to 
lower worker morale or lessen the 
primary tenet of a_ profession, 
which is always service above 
self. 


American hospitals, in the face 
of almost insurmountable difficul- 
ties, have provided an unparalleled 
service to our people. They will 
continue in their efforts to achieve 
mutual understanding and agree- 
ment between themselves and the 
patients, the public and the many 
individuals who serve their pa- 
tients, thereby continuing in their 
constant endeavor to provide the 
utmost in health service to the 
American people. 
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